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ABSTRACT 
This study investigates the training offered to community-based 
rehabilitation workers in the field of mental handicap to 
ascertain whether the training provided has been perceived as 
appropriate in assisting with their tasks and functions. 
Further investigation is done into the underlying theoretical 
approaches used in training, curriculi designs, training 
objectives, location and training periods, the community-based-
rehabilitation workers level of participation and involvement in 
planning of the training programme, and whether creative, 
pragmatic and participatory training methods, techniques and 
materials were used. The nature of supervision was also 
explored. 
The historical development of community-based rehabilitation, the 
lack of trained personnel, and the disparity in the provision of 
services in South Africa and the function of the community-based 
rehabilitation are discussed. It is against this background that 
the historical emergence and need for training of community-based 
rehabilitation workers are highlighted. 
Different theoretical approaches to the development and 
presentation of training are discussed due to the considerable 
influence they have on the value base upon which training 
programmes are built. This includes an overview of the 
philosophy of Paulo Freire. 
The research method used is of a qualitative nature. The 
researcher employs an exploratory - descriptive design to gain 
insight into an area which is relatively uninvestigated. By 
using this design, the researcher hopes to build a foundation of 
'ideas and tentative theories which could later be tested through 
more complex methods. 
The first population chosen included the total population of. 
community-based rehabilitation workers employed at the South 
African_ Christian Leadership Assembly Health Project, (seven) and 
Cape Mental Health Society (two). 
The second population were the trainers associated with these 
organisations and the specific projects in which the community-
based rehabilitation workers are employed. One trainer from each 
organisation was included. 
Both organisations chosen are engaged in direct service delivery 
to the mentally handicapped in socially deprived communities in 
the Western Cape. 
j 
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The primary source of data collection was acquired in two 
phases:-
Phase one - An interview schedule which included structured & 
unstructured questions was administered by the 
researcher to the community - based rehabilitation 
workers. The inf·ormation was gathered with the 
assistance of an interpreter. 
Phase two - A detailed self-administered, semi-structured 
questionnaire was completed by the trainers. 
The data in these two phases was presented in a descriptive 
manner due to the size of the population. 
The study found that there is no consensus regarding appropriate 
training models. Courses are often loosely structured with no 
theoretical base. A comprehensive-generic approach which 
includes promotive, curative, preventative, and rehabilitative 
aspects is suggested. In this study, the course focused mainly 
on curative and rehabilitative aspects to assist with tasks while 
promotive and preventative skills were neglected. 
No prescribed training period can be stipulated. Constraints of 
distance and location would determine the duration of the 
training while the location of training should be within the 
confines of the community to prevent isolation and an unnatural 
environment. More creative and pragmatic methods and techniques 
should be carefully selected. 
All components of supervision should be given priority and 
provided regularly in pragmatic and innovative ways. 
Furthermore, trainers, trainees and communities need to have 
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CHAPTER 1 
RATIONALE & PURPOSE OF THE INVESTIGATION 
1.1 INTRODUCTION 
The World Health Organisation states that 98% of the 
disabled in developing countries have no access to· 
rehabilitation services whiie institutional--based care 
service the other 2%. World Health Organisation 
Technical Report Series, 668 (1981). Institutional-
based rehabilitation, which is primarily a Western 
rehabilitation approach, is based on the medical 
model. 
Institutional-based rehabilitation has three main 
elements. 
"Firstly, fancy buildings, elaborate equipment and 
highly specialised professional.personnel. 
Secondly, the emphasis has been on the services 
that the professional provides.primarily to the 
disabled ·person and to a lesser extent to their 
family. Rehabilitation has been viewed mainly as a 
medical exercise, with educational and vocational 
rehabilitation taking second place. 
Thirdly, the rehabilitation setting has by its very 
nature necessitated the problem and the person with 
that problem to be taken out.of the social context 
in which he or she lives. It has made little use 
of the support structures in the home and in the 
community which are essential components for.a 
meaningful solution to problems caused by 
impairment and disabilities." (Co-ordinating 
Committee of community Rehabilitation Education, 
1988 : 5-6). 
Institutional-based rehabilitation is no longer 
regarded as financially viable as this model has placed 
too much emphasis on elaborate buildings, specialised 
personnel, expensive equipment and.technology.· The 
primary dilemma with institutional-based rehabilitation 
for the community of disabled and their families is 
that its facilities are city based and usually 
inaccessible. 
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To overcome this discrepancy in service delivery the 
World Health Organisation has called for "Health for 
all by the Year 2000 11 , and regards the training and use 
of community-based rehabilitation workers as an 
important element in the rehabilitation process. 
The training and use of community-based rehabilitation 
workers is seen as a vital force in changing the focus 
from institutional-based care to community-based care. 
Thus, the employment of community-based rehabilitation 
workers in socially deprived areas internationally and 
locally has mushroomed, and has become a prominent 
feature in the planning of services to the mentally 
handicapped and other disabled people. The 
community-based rehabilitation workers could also be 
regarded as indigenous village workers who are "native" 
to the communities which they serve. They are usually 
chosen by the people in the community for the people, 
and usually lack the traditional education 
credentials. They perform a vital link between the 
community, professional staff and organisations. 
The role of the community-based rehabilitation worker 
within the comprehensive primary health care pyramid of 
services includes, providing promotive, preventive, 
curative and rehabilitation functions. World Health 
Organisation Technical Report Series, 668 (1981). 
In more specific terms the role of the community-based 
rehabilitation worker is of the utmost importance in 
that they are expected to : 
" .. initiate and maintain a continuous dialogue with 
the community; to help identify community problems 
and those individuals at risk ; to involve 
communities in planning and executing remedial 
action; and to ensure that the best use is made of 
available services. They are a focal point of the 
health system at the community level, a channel for 
health service in the promotion of health, 
prevention of disease, treatment of the afflicted, 
or care of the disabled." 
(World Health Organisation Technical Report Series 
717, 1985:40). 
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countries differ widely·i~ the range of functions which 
the community~based rehabilitation worker has to 
fulfil. Despite the international variations, national 
experience is in agreement that the community-based ... 
rehabilitation workers r~quire appropriate training to 
assist them develop skills and knowledge to cope with 
the diversity of tasks and environmental conditions. 
Two organisations in the Western Cape have picked up on 
this need and have instituted various in-service 
programmes. Cape Mental Health Society,· a private 
welfare organisation situated in Observatory, Cape 
Town, initiated their.,, first mental health workers. 
project on 1 August 1987 after researching the 
feasibility of this project. · 
South African Christian Leadership Assembly (SACLA) 
Health Project is another organisation.that has· been 
actively involved in the . black squatt_er conununi ties in 
Cape Town, i.e. K.T.C, Crossroads, Mbekweni in Paarl, 
and Site B, site.c, Town 2, and Greenpoint, 
Khayelitsha. They have trained community-based 
rehabilitation workers since 1988 to assist with the 
day care of mentally handicapped and other disabled · 
children. 
Since the inception of community-based rehabilitation 
workers, various in-service orientation programmes, 
in-service training and.educational input have been 
provided by these organisations. The question whichnow 
arises is how appropriate the :training has been in 
assisting the community-based rehabilitation workers 
with their awesome tasks and functions. The training 
and education of community-based rehabilitation workers 
create a particular dilemma due to their educational' 
limitation, cultural background and. the' conditions of 
the socially d~prived communities where an infra-
structure bareiy exists. 
Th~ researcher endeavours to explore and·investigate 
the suitability of the.the training of community-based 
rehabilitation workers with particular·reference to.the 
field of mental h~ndicap in the western Cape. 
More specific objectives arose from the researcher's 
own concern regarding the training of communi ty-base.d 








SPECIFIC AIMS \ OBJECTIVES OF THE INVESTIGATION 
The major objective of the investigation is to 
ascertain whether the training thus far provided has 
been perceived as being appropriate by the 
community-based rehabilitation workers in assisting 
them in their tasks and functions. 
To ascertain the extent to which community-based 
rehabilitation workers are consulted and given equal 
participation in the planning of the training 
programme and course content. The study also 
focuses on the trainers' and trainees' opinions 
regarding the level of participation during the 
course and feedback after the course has been 
presented. 
To ascertain whether specific training objectives 
were outlined by the trainer, and whether these were 
discussed with the community-based rehabilitation 
workers and whether they were achieved. 
To determine whether systematically planned, 
predetermined models and curricula designs were 
employed by the trainer. 
To explore whether the content presented had a body 
of theory and knowledge upon which practise was 
based. 
1.2.6 To explore whether the locations used for training 
the community-based rehabilitation workers were 
appropriately located in the community and not 
removed from the actual practice situation. 
1.2.7 To determine whether the training methodology, 
techniques, and nature of supervision experienced, 
were modified and adapted to the educational 
background of the adult learner within their 
socio-cultural context. The investigation intends 
to explore whether innovative-creative teaching 
materials have been used to narrow the gaps in 
learning. It also aims to explore the extent to 
which experiential, pragmatic and participatory 




To investigate whether there are gaps or limitations 
in the present training programme which inevitably 
hinders the effective functioning of community-based 
rehabilitation workers. 
To obtain guidelines for future planning of training 
programmes for community-based rehabilitation 
workers based on local research. 
1.2.10 To contribute towards literature in this field. 
1.2.11 To provide suggestions and recommendations which· 









The assumptions upon which this study is based are 
listed below :-
The present training of community-based 
rehabilitation workers often neglects to consider 
the educational limitations of the worker and 
therefore fails to consider pragmatic, experientiql 
and participatory methods, techniques, content and 
supervision which are modified and adjusted to the 
educational and cultural level of the worker. 
Training models and curriculum designs are often 
unavailable and remain unstructured. 
Educational and training objectives are often too 
generalised and unspecific. Usually the objectives 
are known.to the trainer and not the trainee. 
The community-based rehabilitation workers are I 
seldom included in the planning of the training 
programme and project. 
The location used for training is seldom appropriate 
in terms of the principle of community-based 
rehabilitation. 
The educational needs of the community-based 
rehabilitation worker are cumulative and ongoing and 
the initial training period is insufficient. 
1.4 
1.4.1 
OPERATIONAL DEFINITIONS OF CONCEPTS AND TERMS 
COMMUNITY BASED REHABILITATION 
The World Health Organisation has defined 
community-based rehabilitation as follows :-
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"Community-based rehabilitation involves measures 
taken at the community level to use and build on 
the resources of the community, including the 
impaired, disabled and handicapped persons 
themselves, their families, and their community 
as a whole." (World Health Organisation Technical 
Report Series 668, 1981:7) 
Community-based rehabilitation is further defined in 
the definition of rehabilitation recommended by the 
World Health Organisation Expert Committee on 
Disability Prevention and Rehabilitation (1981) as 
follows :-
"Rehabilitation includes all measures aimed at 
reducing the impact of disabling and handicapping 
conditions, and at enabling the disabled and 
handicapped. to achieve social integration. 
Rehabilitation aims not only at training disabled 
and handicapped persons to adapt to their 
environment, but also at intervening in their 
immediate environment and society as a whole in 
order to facilitate their social integration. 
The disabled and handicapped themselves, their 
families and the communities they live in should 
be involved in the planning and implementation of 
services related to rehabilitation." (World 
Health Organisation Report Series 668, 1981:9). 
Hilton, D. (1988:3) asserts that community-based 
rehabilitation could be further described as :-
" ••••. originated by and from the people with the 
aid of an 'animator' whose only task is to 




COMPREHENSIVE PRIMARY HEALTH CARE 
The declaration of ALMA ATA (1978) defines primary 
health as :-
" ... essential health care based on practical, 
scientifically sound and socially acceptable 
methods and technology made universally 
accessible to individuals and families in the 
community through their full participation and 
at a cost that the community and the economy 
can afford to maintain at every stage of their 
development in the spirit of self-reliance and· 
self-determination. It forms an integral part 
of both the country's health system, of which 
it is the central function and main focus, and 
the overall social and economic development of 
the community bringing health care as close as 
possible to where people live and work, and 
contribute the first element of a continuing 
health care process~" (World Health 
Organisation Technical Report Series 717, 
1985:15). 
CAPE MENTAL HEALTH SOCIETY 
Cape Mental Health Society is a registered private 
welfare organisation. The organisation renders 
services to the mentally handicapped, 
psychiatrically ill and tnose suffering from 
emotional stress, and is actively engaged in the 
prevention of mental disorders. (See Appendix I -
Cape Mental Health society Profile of Services). 
Cape Mental Health Society is registered as a 
welfare organisation in terms of the National 
Welfare Act of 1973. 
The formation of the Cape Province Cammi tte_e For 
The Care of.the Feeble-Minded pioneered by Sir 
John Graham served as the forerunner of Cape 
Mental Health society which was formed in 1913. 
The organisation is the oldest mental health 
society in the country. During the earliest days 
the society was run by dedicated volunteers and 
doctors who were motivated by deep concern for the 
mentally handicapped and those with psychiatric 
disorders. 
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Its area of operation, as indicated by its 
constitution,is the Western Cape and consists of 
all places within the boundaries of the 
Magisterial Districts of Riversdale, Ladysmith, 
Laingsburg, Sutherland, Fraserburg, Calvinia, 
Williston, Namaqualand, and along the West Coast 
and Southern Coast. Unfortunately, the facilities 
and resources to rural and outlying areas are few 
or totally unavailable. 
The services rendered by the Agency are guided by 
the conditions outlined in the Mental Health Act 
No.18 of 1973 and by relevant social policies and 
regulations. The organisation has a formal 
structure through which services are rendered.(See 
Appendix 2 - The organisational Structure of Cape 
Mental Health Society). 
THE AIMS OF THE ORGANISATION ARE :-
"To improve the quality of life of mentally 
handicapped and psychiatrically ill people and 
their families. 
To reduce the incidence of mental handicap and 
psychiatric illness in the community. 
To initiate and develop appropriate services 
and facilities for the society's clients in 
co-operation with the community. 
To provide an information service and raise 
awareness about mental handicap, psychiatric 
illness and mental health needs in the broader 
community. 11 (Cape Mental Health Society 
Profile, 1989). 
The function of Cape Mental Health Society is 
guided by an overall statement of principles which 
are as follows :-
"We are opposed to all forms of discrimination and 
will strive for a just society which provides for 
the mental health of all people". 
1.4.4 
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SOUTH AFRICAN CHRISTIAN LEADERSHIP ASSEMBLY (SACLA) 
HEALTH PROJECT 
The South African Christian Leadership Assembly 
(SACLA) met at a conference in July 1979 where the 
organisation was forced to look at the meaning of 
being a Christian in the apartheid system. 
Thus, The South African Christian Leadership 
Assembly (SACLA), under the auspices of the Church 
of the Province of South Africa (Anglican) started 
health projects in the black townships in 1980. 
The first clinic, Empilisweni SACLA Clinic, opened 
to patients on 4 June 1980 in Crossroads squatter 
camp which consisted -of 50 ooo people. The 
majority of the people who lived here were Xhosa 
speaking migrant labourers who deliberately lived 
there with their wives and children despite 
legislation which prohibited this. The main aim of 
the service provided at the Empilisweni SACLA 
Clinic was to provide mainly a curative health 
service. In June 1986, when faction fighting 
started in the area, Empilisweni SACLA Clinic was 
forced to move out of the area which had become 
unsafe and dangerous due to the political power 
struggles between the two factions. 
In January 1987, a day care centre for physically 
and mentally handicapped children was established 
in Site B squatter area in Khayelitsha. Six 
community-based rehabilitation workers, some of 
whom were mothers of disabled children, wer.e 
trained to assist in this project and with 
home-based care to assist with the improvement of 
the mental and physical functions of the disabled 
persons. 
A third project consists of special clinics for 
elderly persons suffering from chronic conditions 
such as diabetes, hypertension, epilepsy, asthma 
and arthritis. These clinics operate from two 
bungalows in the grounds of St Mary's School in New 
crossroads. 
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THE OBJECTIVES ARE :-
1.4.4.1 To meet the physical and spiritual needs of the 
inhabitants of the communities where SACLA works. 
1.4.4.2 To concentrate on_ community participation in health 
care practices which are primarily curative and 
preventative. 
1.4.4.3 To empower the communities in which the project 
functions with the hope that each community would 
democratically control their own programme. 
Urbanisation and Health Newsletter (1990). 
L 4. 5 MENTAL HANDICAP :-
"The essential features of this di~order are : 
1. Significantly sub-average general intellectual 
functioning. 
2. Significant deficits or impairments in adaptive 
functioning. 
3. Onset before the age of 18. 




This is a permanent, irreversible condition which 
has its etiological roots in biological or 
psychological factors. 
The following are the major causativ~ factors cited 
in the Diagnostic Statistical Manual of Mental 
Disorders III-R (1987) 
1.4.5.1 heredity, i.e., metabolic, genetic, and o~ 
chromosomal aberrations. 
1.4.5.2 early alterations of embryonic development, i.e., 
prenatal damage due to toxins, unknown causes or 
chromosomal changes·. 
1.4.5.3 pregnancy or perinatal problems, i.e., fetal 
malnutrition, prematurity, hypoxia or trauma. 
' 
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1.4.5~4 ·physical disorders acquired in childhood; such as, 
infections,· ·trauma, lead poisoning, etc. 
, 
1.4.5.5 environmental influences and mental disorders, such 
1.4.6 
as~ deprivati?n of nurturance, social, linguistic 
and other stimulation and complications of severe 
mental disorders .• 
The degrees of severity range from :-
Profound to mild.mental handicap, i.e. I.Q. o - 55 
to approximately 70. 
PARAPROFESSIONAL, UBIQUITOUS PARAPROFESSIONAL, 
INDIGENOUS PARAPROFESSIONAL, INDIGENOUS VILLAGE 
WORKER, AUXILLIARY WORKER AND INTERMEDIATE LEVEL 
WORKER - COMMU'.NITY-BASED REHABILITATION WORKER 
·The terms paraprofessional, indigenous village 
level workers, auxilliary worker, new professional, 
new careerist,· rehab{litation worker,.f,rohtline 
worker, etc. are.often used interchangeably leading 
to much confusion and.uncertainty. 
The definition$ of .these terms .would need to be 
discussed to provide some clarity :-
PARAPROFESSIONAL. 
Brekelbaum, ·T (1984) and Kadushin, A (1976) agree 
that the prefix comes _from the Greek word which· 
means "by the side of" or "alongside" and also 
implies.a subsidiary or an accessory :r;elatio:nship~ 
Austin, M .J, (1978:70).defines the paraprofessional 
as, 
"Any.individual male or female, who lacks the 
traditional credentials - of either education or 
experience for social work and social welfare 
jobs. As a population~ we are focuslng 
primarily on these persons· who are employed in 
public or private agencies in which the delivery 
of social welfare services i.s an imp6rtant but 
not always the primary mission of the · 
organisation." 
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Rigby, B D (1978) adds that the paraprofessionals 
are today a diverse group of frontline workers 
engaged in a variety of developmental programmes 
carried out in both rural and urban areas in many 
countries around the world. They are often village 
leaders, fieldworkers, rural development assistants 
and family visitors, etc. 
Reiff and Riessman (in Kadushin, A, 1976) 
differentiated between ubiquitous paraprofessionals 
and indigenous paraprofessionals. 
UBIQUITOUS PARAPROFESSIONAL 
The ubiquitous paraprqfessional "may be recruited 
from the same general background as the 
professional staff; they are widely distributed in 
population." (Kadushin, A, 1976:366). He further 
outlines that the "ubiquitous paraprofessional" is 
often an assistant to the professional, a means of 
removing "low-level functioning" from the 
"high-level" professional. 
I personally disagree with Kadushin's last 
statement as I feel that in all the review of 
literature it is quite clear that the 
paraprofessional or community-based rehabilitation 
workers job description does not pertain to 
"low-level functioning" but rather that they have 
an accessory relationship with the professionals. 
Community-based rehabilitation workers are actively 
engaged in promotion, prevention, rehabilitation 
and treatment. 
INDIGENOUS PARAPROFESSIONAL / INDIGENOUS VILLAGE 
WORKER 
The indigenous paraprofessional or indigenous 
village worker on the other hand is defined as, "a 
more limited group who are 'native to' the 
population to whom they will often service." 
(Kadushin, A, 1976:366). He adds that they may be 
specifically selected to match the ethnic, racial, 




Kadushin, A ( 1976.). f.urthermore highlights that the. 
objective for the empl.oyment of the indigenous. 
worker is the person's ability to form a link or 
bridgi between profess{onal ~taff, organisation and 
the community. He/She possesses special attributes 
which the professional does not have and is 
therefore in a far better position to teach and 
have.an impact on his or her community. He adds 
that indigenous paraprofessionals ~ave acquired 
social skills and capacities by viitue of being 
within a particular population. 
"The term 'indigenous' has also been used to 
ref er to those who were previously members of a 
group sharing a common problem - the former 
alcoho~ic, prisoner, drug addict or mental health 
patient." (Kadushin, A, 1976:367). 
Brekelbaum, T, ( 1984: 232) .adds that the, indigenous 
workers "have a unique contribution to make because 
they are peers of the target population." 
Pangalangan, E and de Guzman, L (19SO) outline that 
the term "paraprofessional" is not. universally, used 
or accepted. It is ~pp~rently less. preferred in all 
countries of Asia. It is important to realise that' 
different countries designate various titles to the 
same category of personnel. 
AUXILLIARY WORKER 
The United Nations Administration Committee on 
co-ordination defines the auxiiliary worker as :-
' "A paid worker in a particular technical field, 
with less than full protessional qu~iifi~~tions 
in that field, who a~sists and.is supervised by 
a professional worker." (Report of the Ad-Hoc 
Inter-Agency Meeting on the Training.of 
Auxilliary and Community Workers, 1950:2) 
(World _ff'~alth Organisation T·echnical Report 





This report adds that the community-based· 
rehabilitation worker is focal iri the promotion of 
health, prevention, treatment and rehabilitation .. · 
The community-based rehabilitation work'er could· be 
regarded as the frontlin~ worker who has first 
contact.with the population to whom services are to 
be rendered. 
In comparing the definitions of, the ubiquitous 
paraprofessional~ indigenous.paraprofessional, 
auxilliary worker_ and community-based 
rehabilitation worker, on~ sees similarities and 
obvious differertces.· It is clear that the 
community-based rehabilitation worker and the· 
indigenous paraprofessiohal bear a close 
resemblance and only differ in·the tasks.they are 
expected to perform, while .the ubiquitous 
paraprofes~ional is closeiy reiated-in terms cif · 
assisting·and facilitating the role of the social 
work~r •. 
In this study, the. term. communi_ty;..based. 
rehabilitation worker would be.used rather than the 
terms such as p~raprofessionals, auxilliary workers 
and so on. 
TRAINEES 
Trainees are those_ community-based rehabilitation 






Trainers are those individuals who conduct the 
actual training. These are qualified personnel who 
are to assist with didactic input and practical 
on-the-job training and supervision. They may also 
be referred to as instructors. 
Pangalangan, E and De Guzman, L (1980:42) define 
the trainer as someone who :-
11 
••• is concerned with the developments of the 
knowledge and skills of the trainees to bring 
about an attitudinal change for the effective 
performance of specific tasks within the goals 
of the Agency, social work and society in 
general." 
Trainers could be, "faculty members, students from 
the institution and related university departments, 
or other persons representing government or private 
Agency interest." (Rigby, B D, 1978:8). 
TRAINING 
Hackerson, F and Middleton, J, (in Rigby, B, 
1978:9) define training as : -
"learning designed to change the performance of 
people doing jobs • • • • • Tr,aining .in fact, may be 
seen as a very important field of application 
for principles taken from education and 
communication - as well as from organisational 
science." 
Training is also viewed as, "the overall attempt 
to modify behaviour so that trainees become more 
capable of performing tasks.. In turn, this is 
dependent on the acquisition and refinement of 
skills and knowledge, gaining and deepening 
insight and self-understanding." 
(Sobey, F, 1970:17). 
Training may therefore be seen as didactic, 
experiential, participatory and pragmatic. 
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CONCLUSION 
Thus far this section of ~he research report 
introduces the rationale, aims and objectives of 
the investigation and provides an overview of the 
assumptions on which this study is based. 
The definitions of terms and concepts endeavours to 
provide a guideline to the reader pertaining to the 
exact nature and meaning .of terms. 
Chapter Two provides an overview of the historical 
developement of community-based rehabilitation 
focusing on the "Individual Care Era", "The 
Community Care Era".and "The Health for All 
(Population Care Era)"~ This chapter also focuses 
on the lack of trained personnel, disparity in the 
provision of services and the functions of the 
community-based rehabilitation workers which has 
lead to the historical emergence and need for 
training. 
Chapter Three focuses on the overall training of 
community-based rehabilitation workers. Here the 
approaches to the training, course content,· 
curriculum development and training, training 
methodology and techniques are discussed. The 
nature of supervision of the community-based 
rehabilitation workers are also examined •. 
Chapter Four looks at .the research methodology 
sampling method, data collection procedure, 
design of the interview schedules and 
self-administered questionnaire. The difficulties 
I . 
encountered in the study, its limitations and 
~trengths are also highlighted. 
Chapter Five focuses on the descriptive 
·.presentation of the results while Chapter Si.x 
provides a disdussion of the findings, areas for 
future research and practical recommendations. 





This chapter will focus on ·the historical 
development of community-based rehabilitation 
internationally and in South Africa, and 
encompa~ses a discussion of th~ "Individual Care 
Era", "Community Care Era" and- "The Health for All 
(Population Care) Er~." 
In providing a historical overview of 
community-based rehab~litation and in discussing 
the lack of trained personnel, the rieed for and the 
rol.e of coinmunity-based rehabili_tation as a means 
of providing health for all will be highlighted. 
Furthermore,.the various roles·performed by the 
community-based rehabilitation worker which have 
considerable implications for training will also be 
discussed.· 
2.2 THE HISTORICAL DEVELOPMENT OF COMMUNITY-BASED 
REHABILITATION 
HISTORICAL PERSPECTIVE :-
The need for an a·l tern a ti ve strategy for the 
current rehabilitation structure should be seen 
within the historical context in which it developed 
in the health field inclusive of mental health. 
The Worid Health· organis~t.:l.on Expert.committee 
(1985) provides an analytical framework which 
traces the. evolution of the development of 
community based care into three essential eras, 
i.e., "The Individual Care Era", "The Community 






THE INDIVIDUAL.CARE ERA, 
Institutional based rehabilitation, which was 
prominent during the early part of the century, had 
its ro6ts in the medi6al rehabilitation model. 
This was also the period of professionalisation 
within social work arid the medical world. Austin, 
M. J~ (1978) outlines that this period was also 
characterised as the clinicai era in which 
teachings of Freud gained prominence. 
This was essentially the period where curative . ' . . 
medicine became the pre-occupation of the· day. The 
.medical model had prominence and those employed 
. . . 
were mainly there to assist· the medical 
practitioner. The s·ame situation applied in South 
Africa where institutional based.care with the 
emphasis on the medical model was held in high · 
esteem. 
THE. COMMUNITY. CARE ERA 
_The post World War II period was regarded as "the 
renewest" era where prevention as a new modus 
operandi was seen as the means of extending care to 
a broader and larger sector of the popula~ion. 
The World Health Organisation Expert Committee 
outlines_ that, 
"the single.;..tier system of doctor-centred care 
was replaced in most countries by a two-tier 
system - at one level.doctors and nurses· 
provided care in hospitais and major health 
centres_ and at a second l~vel, auxilliaries 
staffed a network of health centres •••..• " 
(World Health Org~nisation Technical Report 
Series, 1985:70). 
The auxilliary staff mentioned here often c·overed 
local communities through t~eir mobile clinics. 
This was also the p~riod of de-institutionalisation 
in the_ field of mental health internationally and ... · 
in. south Africa. 
2.2.3 
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Hundreds of mentally handicapped and 
psychiatrically ill persons were discharged and 
de-certified. Unfortunately the major manpower 
shortage and the lack of appropriate community 
resources and facilities complicated the 
. functioning of the community care approach. 
Communities were ill prepared for these changes and 
lacked the necessary community rehabilitation 
services to cope with the needs of the mentally 
handicapped while curative medicine with its strong 
Freudian emphasis remained dominant. 
The 1960's continued to place emphasis on community 
care in the mental health service structure. Oren, 
o (1974) adds that, it was during this period that 
non-professionals were considered as possible role 
bearers who could render services to those 
suffering from mental disabilities or emotional 
problems. He adds that, "already at the very 
beginning of the sixties Albee (1959) made a strong 
plea for the development of a new kind of worker 
who could be trained in a shorter period of time 
than the one mostly used for professional 
training." (Oren, o, 1974:9). 
THE HEALTH FOR ALL (POPULATION CARE) ERA 
The concept "Health for All by the Year 2000 11 
represented a historical shift in international 
health care during the early 1970's. 
The World Health Organisation Technical Report 
Series, 717 (1985:21) outlines the objectives for 
this era and the primary health care approach which 
is a, 
"three-tier system of health service and man-
power in the developing countries ; the training 
and use of community health workers, or other 
forms of community engagement in health related 
activities ; the preparation of middle-level 
workers to provide community health workers with 
essential supervision, technical and logistic 
support, continuing education; and the super-
vision and support of the preceding two levels 
by physicians, nurses, and other health 
professionals." 
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The following annexures represent various health 
manpower developments which arose from the World 
Health Organisations "Health for All by the Year 
2000 11 proposal. 
(See Appendix 3; The Ladder of Care, Appendix 4; 
Pyramid of Health Services, and Appendix 5; A 
Proposed Structure for Cape Mental Health Society.) 
The health manpower development proposals made it 
possible for several community-based rehabilitation 
projects to develop in order to cope with the 
growing health care needs of all. This health 
manpower development and care would permit 
communities to lead socially and economically 
productive lives. The World Health Organisation 
Technical Report Series, 717 (1985:14) states that, 
"this long-term objective of health for all would 
be the impetus for concerted action to resolve the 
intolerably inequitable distribution of health 
resources throughout the world, particularly with 
respect to developing countries." 
It was as a direct result of this that several 
community-based rehabilitation projects emerged, 
namely :-
Western Mexico (1973) 
Projimo (Project For Rehabilitation of Young People 
in western Mexico) focuses on service for all 
disabilities. The number of community-based 
rehabilitation workers are unknown. 
Kerala, Kanyakumari & Tamil Nadu, India (1975) 
Health For One Million provides a comprehensive 
health based community development approach which 
is inclusive of assistance to the mentally 
handicapped and physically ill. They employ 1000 
village level volunteers. 
Botswana (i977) 
community-Based Psychiatric Care. They employ 300 
village health workers chosen from the village by 
the village. The main focus is prevention. 
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Zimbabwe (1981) 
Comprehensive Health Care. The number of 
community-based rehabilitation workers are unknown. 
Lesotho (1984) 
Scott Hospital Community-Based Rehabilitation 
Project. The number of community-based 
rehabilitation workers are unknown. 
Khayelitsha (1987) 
South African Christian Leadership Assembly Health 
project. They employ 8 community-based 
rehabilitation workers who provide services to 
physically and mentally handicapped children. 
The exact number of community-based rehabilitation 
workers working amongst the mentally handicapped in 
South Africa is generally unknown due to a lack of 
research and national co-ordination. 
It is clear that irrespective of South Africa's 
present or future political dispensation, 
community-based rehabilitation, which includes 
community-based rehabilitation workers, will and 
must continue to develop and grow in· order to 
overcome or reduce the lack of services in many 
communities. 
2.3 LACK OF TRAINED PERSONNEL, DISPARITY IN THE 
PROVISION OF SERVICES AND THE FUNCTIONS OF THE 
COMMUNITY-BASED REHABILITATION WORKERS 
2.3.1 LACK OF TRAINED PERSONNEL AND THE DISPARITY IN THE 
PROVISION OF SERVICES : 
The concept "Health for All by the Year 2000 11 , and 
the health manpower development proposed by the 
World Health Organisation emerged in response to 
the shortage of available professional manpower 
commonly found in the developing countries of the 
world. The World Health Organisation Expert 
Committee asserts that, 
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"Iri the le~st dev~lbped countries, there i~ 1 
heal th worker ·per 2 400 people,· compared to 1 
per 100 people in the industrial countries. 
Moreover, the unsatisfactory deployment of these 
. . 
health workers is such that the majority of 
·them, often80%, are working in and around urban 
areas where only about 20% of the population 
live." (World Health Organisation Technical 
Report Series 717, 1985:12). 
It is thus clear that on the international front, 
very few countries have a manpower distribution· 
which. is qomparative to the needs of their 
communities. This situation is; worse in the rural 
areas where there.are generally few resources to 
cope· with the health and mental health ·needs. 
In South Africa, the lack of tra_ined personnel, 
complica_ted by the gross disparity in the p_rovision 
of service and facilities based on race, has 
contributed to the unsa~isfactory quality of health 
and wel~are services provided to the majority of 
the population. 
In addition, 50% of the south African population 
live in rtiral areas and it ls estimated that 80% 6f 
the disabled population· ( inclusfve of mentally 
hartdicapped persons) live in these areas~ 
, .Co'.""ordinating Committee of Community· Rehabilitation 
Education, (1988). 
Acton, N (1979). lists seven factors which.further 
influence· the quality ·of life of the rural disabled 
person; namely 
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2.3.1.1 Increased mortality and morbidity 
2.3.l.2 High frequency of malnutrition and communicable 
diseases amongst disabied children 
2.3.1.3 A lack of rehabilitation services 
2.3.1.4 A lack of access to normal community services and 
facilities 
2.3.1.5 Poverty 
2.3.1.6 A lack of educational and employment opportunities 
2.3.1.7 Negative and discriminatory attitudes by 
non-disabled people 
The increase in reported and known cases of 
mentally handicapped remains approximately 4 per 
1000 in a community. The unattended numbers 
especially in peri-urban squatter areas and rural 
communities are speculated to be high. In these 
deprived situations most of them live below the 
bread line. 
Furthermore, the shortage of social work personnel 
to render community rehabilitation services or 
general social work intervention remains scarce in 
both rural and urban areas. 
The document on the training course for social 
auxilliary workers proposed by the South African 
Council for Social Workers (1989) provided 
demographic particulars to highlight this shortage 
in manpower. They noted that, "In February 1989 
the ratio of social workers to the various 













(Proposed Training Course for Social Auxilliary 
Work - s A council for Social Work, 1989:8) 
Further alarm emerges at the ratio of social 
workers to the population in self-governing states, 
"independent states". 
These are as follows :-
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" Gazankulu 1 23000 
Kangwane 1 44000 
Kwa Ndebele 1 23000 
Kwa Zulu 1 40500 
Lebowa 1 31000 
Qwa Qwa 1 35000 
According to a projection made by Prof. w F van 
Delft of Unisa, 21000 black social workers will be 
needed by the year 2000. 11 (Proposed Training course 
for Social Auxilliary Workers, s A council for 
Social Work, 1989:8) 
It is therefore clear that in considering the above 
demographic ratios and the statistics cited by the 
World Health Organisation, professionals themselves 
would not be able to cope with the growing 
socio-economic needs and the numbers of mentally 
handicapped persons. This is true internationally 
as well as in south Africa, because of scarce 
resources and the lack of facilities, such as 
special care centres for the mentally handicapped, 
training centres, protective workshops, group 
homes, andnutritional and health clinics. 
Oren, o, (1974:5) asserts that, 
11 ••• the number of helpers has remained limited 
in comparison with the growing needs in the 
community, the service is generally located 
outside the physical - social field of the 
consumer, most bureaucratic and of a complicated 
structure, as well as expensive and 
stigmatising." 
It was as a direct result of these factors that the 
World Health Organisation at the Thirteenth World 
Health Assembly, May 1977, unanimously declared and 
agreed to the concept "Health for All by the Year 
2000. 11 The Assembly which represented 152 member 
states highlighted that, 
2.3.2 
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· "the main social target of governments arid World 
Health Organisation in the coming decades should 
be the attainment by a1,1 · citizens of the world 
by the year-2000 a level· of health that will 
.permit them to lead a soci'ally and economically 
produ".tive life. 0 (World Health Organisat;ion · 
Technical Report series 717, 1985:14) 
FUNCTIONS OF THE COMMUNI~Y-BASED REHABILITATION 
·WORKER 
The Worid Health Organisation sees the employment 
of community-based rehabilitation workers as a 
vital force in providing community-based 
· · rehabilitation in ord:er ·to obtain "Heal th for All 
by the.Year 2000." The provision of services to 
the mentally handicapped shou~d be seen within this 
framework of comprehensive primary health_care 
where the role and tasks of the community~based 
rehabilitation worker.could vary. The functions of 
the community-based. rehabilitation worker could be 
promotive, preventive, curative and includes 
- rehabilitation. 
Sobey, F, (1970:123) who uses Gerald Caplan's three 
distinct but related levels of prevention, sees the 
functions of the community-based rehabilitation 
worker as being involved in the ~ollowing :,-
0 Primary Prevention Level : involves specific· 
prevention activities in health promotion (for 
example, mental·heaith education and 
· anticipatory.· counselling to would-be _mothers, to 
special age groups - the teenager, the senior. 
citizen, etc.) All these activities are aimed 
·at teaching people.before they become ill. 
Secondary Prevention Level : essentially 
.involves locating those who have early symptoms 
(acute or mild) of mental qisorder and reducing 
the number of serious disorders. 
Tertiary Prevention Level : involves the 
reduction of the impaiz::Iilent which inay result 
from.severe and 'chronic disorder and usually 
requires long-term·care and rehabilitation." 
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Brekelbaum, T, (1984:233) identified eight basic 
functions performed by community-based 
rehabilitation workers and lists these as follows 
"A) community education 
B) delivery of services 
C) organisation or mobilisation of the 
community, which involves leadership and 
problem-solving skills 
D) acquisition of goods and services outside 
the community 
E) referral of problems/cases that cannot be 
handled locally 
F) keeping proper records and maintenance of 
equipment 
G) collection of data 
H) demonstration and testing of innovative 
technology." 
Authors such as Lewis, J A and Lewis MD (1977) 
outlined that the programmes in which 
community-based rehabilitation workers are employed 
may be experiential, which means that they provide 
an opportunity for individuals to participate 
directly in new learning experiences. They may 
also be environmental, which means that they are 
meant to change the social surroundings that affect 
people. These authors delineate and explain this 
in the following annexure (See Appendix 6 -
Experimental and Environmental Programmes). 
It is within the diversity of these broad roles and 
functions that community-based rehabilitation 
workers are meant to perform. The tasks and 
functions vary depending on the area of 
comprehensive primary health care that the 
community-based rehabilitation worker is employed 
in. It is very important to realise that the 
community-based rehabilitation worker does not work 
in isolation but should be essentially regarded as 
fitting into the Pyramid of Health Services or 
Ladder of Care. (See Appendix 3 - Pyramid of Health 
Services & Appendix 4 - The Ladder of Care) 
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The World Health Organisation Expert Committee 
(1985) sees the role of the community-based 
rehabilitation worker as following the guidelines 
of the Declaration of ALMA ATA (1988). The 
Declaration of ALMA-ATA was compiled after the 
ALMA-ATA conference in November 1988 - they 
stressed the promotion of health, prevention of 
disease, diagnosis, treatment and rehabilitation 
but also emphasised community involvement in every 
step of the process as being essential and of the 
utmost importance. 
2.4 HISTORICAL EMERGENCE OF NEED FOR TRAINING 
It was during the period of Health for All 
(Population Care) Era that the training of 
community-based rehabilitation workers became an 
area of concern, as this group of workers required 
certain skills to cope with the comprehensive needs 
of the communities they served. 
Rigby, B D (1978) sights the glaring gaps and 
inadequate training of various levels of social 
welfare personnel, especially frontline 
rehabilitation workers, in developed and developing 
countries. 
It was as a result of this, that the United Nations 
Headquarters and Regional Commissions surveyed and 
held various conferences to focus on the roles, 
tasks and training of rehabilitation workers. 
Rigby, B D, (1978:iii) adds that, 
"In recent years a United National Survey on 
Training of Social Welfare Personnel, Training 
for Welfare : Fifth International survey, 1971, 
and the publication The Improvement of Social 
Welfare Training - Contributions From Related 
Fields 1977, as well a~ expert group meetings 
on related subjects have discussed at length 
the need to pay greater attention to the 
training of frontline workers." 
The International Association of Schools of Social 
Work (IASSW), Regional Project of Paraprofessional 
Training (1976) was established to assist pilot 
schools of social work to adapt their curriculi to 
the indigenous realities. (Pangalan, E and De 
Guzman, L (1980) 
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The assistance and involvement of the International 
Association of Schools of Social Work was followed 
by a regional seminar in Jakarta, Indonesia, on 
14-19 July 1980 where the main focus was on, "The 
use of Paraprofessionals in Social Development -
Implications for Social Work Education (Guidelines 
for curriculum development)". (Pangalangan, .E and 
De Guzman, L, 1980:1) 
Between 1970 - 1980 countries such as Malaysia, Sri 
Lanka, Korea, Philipines and others, have 
instituted curriculi for the training of frontline 
rehabilitation workers at their schools of social 
work. This was initiated to assist with the 
preparation of the frontline workers in the tasks 
and functions which they are expected to perform 
(see Appendix 7 - Curriculi for the Training of 
Frontline Rehabilitation Workers - 3 Models. 
Presented at the Proceedings of the International 
Association of Schools of Social Work, Asian 
Regional Seminar, July 14-18, 1980.) 
The formalisation of training for rehabilitation 
workers in South Africa has only emerged in the 
late 1980's. The co-ordinating Committee on 
Community Rehabilitation Education, representing 
associations of occupational therapists, speech 
therapists and physiotherapists submitted a 
memorandum to the South African Medical & Dental 
council in 1988, and to the Department of National 
Health and Population Development, emphasising the 
importance of training for community-based 
rehabilitation workers. This proposal was strongly 
supported by the various departments and 
unanimously accepted at a conference on 6 July 1989 
at which the council for Social & Associated 
Workers were present. This, including the 
amendment of the Social Workers Act, 1978 (Act 110 
of 1978) in May 1989, influenced the South African 
council for Social Work (February 1989) to focus on 
the training, minimum requirement and curriculum 
development of social auxilliary workers. 
A Workshop on Community-Based Rehabilitation 
arranged by the Rural Disability Action Group held 
in Broederstroom in Johannesburg on 27 - 28 April 
1990 focused on training of community-based 
rehabilitation workers. 
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This conference was attended by individuals from 
various professional disciplines which included 
physiotherapists, occupational therapists, doctors, 
nurses, social workers, speech therapists and 
disabled people. Minimum educational requirements 
of community-based rehabilitation workers, length 
of the course, course content, tuition and 
supervision were closely discussed in small groups 
and during the conference itself. 
There are fundamental differences between the 
training proposed by the Co-ordinating Committee on 
Community Rehabilitation Education and that 
proposed by the South African Council for Social 
Work. 
The following focuses on some of the differences 
in the proposed training of community-based 
rehabilitation workers :-
ENTRY REQUIREMENTS 
The Co-ordinating Committee on Community 
Rehabilitation Education proposes functional 
literacy with community-based rehabilitation 
workers preferably chosen from within the 
community. The South African Council for Social 
Workers requires Std.10 as an entry requirement or 
Std.8 with age 19 years on registration. 
INFRASTRUCTURE OF TRAINING 
The Co-ordinating Committee on Community 
Rehabilitation Education proposes that training 
should be relevant to the conditions of the 
community, which is in keeping with the World 
Health o~ganisation "Health for All (Population 
care) Era. They furthermore propose that training 
facilities and courses taught and practised should 
be within the community that the community-based 
rehabilitation worker is due to serve. 
The south African council for Social Work proposed 
formalised institutions, such as technikons or 
possibly universities. This essentially removes 
the rehabilitation worker from the community he or 
she is meant to serve. This may improve the status 
of the social auxilliary worker but could lead to 
isolation by removing the worker from his/her 
indigenous roots. 
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It must though be stated that the South African 
Council for Social Work does not see auxilliary 
workers as indigenous and therefore the place 
chosen for training could be away from the area of. 
operation. 
TRAINING METHODOLOGY AND TECHNIQUES 
The training methodology suggested by the 
Co-ordinating Committee on Community Rehabilitation 
Education aims to reduce formal lectures, and to 
replace them by informal class discussions and 
practical work with greater emphasis on audio-
visual material which takes into consideration the 
communities' level of functioning and needs. 
Examinations could be oral and practical rather 
than written. The south African Council for social 
Work proposes formal training courses of at least 1 
year. The methods and techniques for the training 
of the auxilliary workers would include formal 
lectures, tests, laboratory work, workshops and 
practical training. 
The level at which this is pitched is clearly aimed 
at a highly literate person and is not applicable 
for community-based training. 
COURSE CONTENT AND FRAMEWORK 
The Co-ordinating Committee on Community 
Rehabilitation Education proposes that the content 
would be on a basic structured level with 
repetition and practical application. This wouid 
be implemented over a period.of two years, and 
focus on comprehensive care which includes 
promotive, preventive, curative and rehabilitation 
services of a generic nature. (See Appendix 8 -
co-Cores Proposed Training Course Content (1988)). 
The South African council for Social Work agrees 
with the concept of generic training but this is 
followed by a chosen direction of in-service 
training. ·(See Appendix 9 - Proposed Training 
course for soc~al Auxilliary Workeis : s A Council 
for Social work proposed course content (1989)). 
At the Community-based Rehabilitation Workshop on 
-27 - 28 April 1990, several debates.emerged 
concerning the exact nature of appropriate course 
content. 
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Many felt that the course content presented should 
be aimed at developing a multiply skilled 
community-based rehabilitation worker while others 
felt that this expectation might be unrealistic. 
It is clear from the above that there are 
fundamental differences in the proposed training. 
The South African Council for Social Work clearly 
seeks to create a social work assistant who is 
primarily agency or institution-based. There is a 
move towards creating sophisticated skills which 
fits in with the western rehabilitation model. 
The Co-ordinating Committee on Community 
Rehabilitation Education proposal for training of 
community-based rehabilitation workers differs with 
the model proposed by the South African Council for 
Social workers. The training proposed by the 
Co-ordinating Committe on Community Rehabilitation 
Education is aligned with the community~based 
rehabilitation model which moves away from 
expensive buildings, sophisticated tech-nology and 
equipment and or highly specialised personnel. The 
training of the community-based rehabilitation 
worker is meant to take place in the environment of 
the disabled person utilising the available 
community resources and supports. 
2.5 CONCLUSION 
This chapter focused on the lack of trained 
personnel and gross disparity in the provision of 
services which has lead to the employment of 
community-based rehabilitation workers. The role 
and function of the community-based rehabilitation 
worker is discussed and seen as essential to alle-
viate the lack of services. 
The historical development of community-based 
rehabilitation and the emergence of some community-
based rehabilitation projects were discussed. The 
role of the community-based rehabilitation worker 
within community-based rehabilitation is given 
great priority with the realisation that training 
for the various roles is of the utmost importance. 
The approaches to, and development of, training is 




TRAINING OF COMMUNITY- BASED REHABILITATION WORKERS 
. 3 .1 INTRODUCTION ·-.• 
This chapter will firstly outline the different 
approaches which could be cho~en to train 
community-based rehabilitation workers. 
approaches referred to are :- ·' 
These 
i the "top-down" app,roach which incorporates 
principles o_f the conventional and progressive 
approaches. 
and 
ii the "bottom-up" approach which focuses on the. 
liberating model or approach. 
The approaches chosen for training ultimately becomes 
the underlying philosophy or value which would 
influence the content and curriculum design, training 
methodology and techniques and the approach to 
supervision. These areas will be discussed in greater 
detail focusing on the implication which the above has 
on the training of community-based rehabilitation 
workers. 
Furthermore, the underlying philosophy of Paulo Freire 
would be incorporated as .the theoretical model on which 
many concepts for training of community-based 
rehabilitation workers are based. 
3.2 APPROACHES TO TRAINING OF COMMUNITY-BASED 
REij.ABILITATION WORKERS 
There are bas.ically two primary approaches to the 
training and education of community-based 
rehabilitation workers, i.e., the '"top-down" ·approach 
or the."bottom-up" approach. 
Educators or trainers need to closely consider ~hese 
two approaches. The cho~ce of these _approaches will 
inevitably become a value-laden decision which would 
determine and set the foundation for the implementation 
of the training programme·and the project. 
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Werner, D and Bowe~, ·B, (1987:405) ~ssert that, 
"the top-down programmes or activities are mostly 
planned, started, organised and controlled from 
outside the community - by government, by an 
international organisation, or by distant. 'experts.' 
And the local leaders are usually persons in 
position of authority, influence or power." 
In this approach, _the nature of the activities, 
programmes, funding and training have already been 
decided on by the outsider. 
In the "bottom-up" approach, 
"programmes or activities are those that are 
largely started, planned, organised and controlled 
locally by member_s of the community. Much of the 
leadership and direction comes from those who need 
and benefit most from the programmes activities. 
In brief, the-programme is small, local and 
'user-organised'." (Werner, D, and Bower, B, 
1987:405). 
' 
The difference in the "bottom-up" approach is th_e 
emphasis on community involvement and participation. 
It implies that the local people decide on the needs 
and make community decisions about how the needs could 
be met. This approach does not preclude the 
involvement of outsiders or experts who are often 
employed to "initiate the training of community-based 
rehabilitation workers. 
Werner, D and Bower. B (1987) note that even though the 
"top-down" approach is easy to introduce, administer, 
organise and evaluate, it is often fraught with 
weaknesses mainly because it fails to have the support, 
backing and involvement of the local communities. The 
pre-packed trainirig mod~ls often have no credibility 
with the local people as they fail to con•ider local 
cultural, political and economic values. 
It.is recognised that the."bottom-up" approach is time 
consuming but it has the advantage of respecting, 
giving power and control to the people it is meant to 
serve. Werner, D and B~wer, B (1987) add that this 
approach is flexible and adaptable due to it being 
controlled locally. 
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It is generally recognised in community work 
organisations that this method is by far the most 
accepted. The "top-down" approach with predetermined 
structures, methods and procedures often aims to 
"normalise" the disabled rather than focusing on 
organising and empowering them. 
Further criticisin of the "top-down" approach is based 
on the rigidity of the programmes which often have 
stereotyped designs. The administrators are often more 
concerned about the success of the programme 
implementation rather than the success and advantages 
it has for the community. There is also the feeling of 
colonialism and over-professionalisation of these 
projects. 
Werner, D (1989) visited a number of programmes for· 
disabled persons in Latin America, the Caribbean, the 
Indian sub-continent and to a lesser extent, Africa. 
His interest was to mainly evaluate these programmes 
and ascertain the extent to which the disabled and 
their families were involved in the management and 
decision-making process. He inevitably found that many 
programmes were unsuccessful when the philosophy of the 
"bottom-up" approach was ignored or erratically 
followed. 
Werner, D and Bower, B (1987) expound on these 
philosophies by outlining that there are basically 
three approaches to the education and training of . 
community-based rehabilifatio:r:i workers which are either 
based on the "top-down" approach or the "bottom-up" 
approach. The three approaches to education and 
training of ~ommunity-based rehabilitation workers are: 
i Conventional Approach 
ii Progressive Approach 
iii Liberating Approach 
(See Appendix 10 - David Werner's Three Approaches of 
Education and Training of Community-pased 
Rehabilitation Worker
1
s ( 1987)). 
The Conventional Approach and the.Progressive Approach 
are developed _on the "top-down" philosophy while the 
Liberating Approach is built on the philosophy of the 
"bottom-up" approach. 
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Werner, D and Bower, B (1987) state that in the 
Conventional Approach people are mainly taught to 
"fit-in" and uphold the status quo while the 
Progressive Approach works towards certain 
imp·rovements; little is done to change the social, 
economic and political injustice or inequalities. The 
Liberating Approach actively opposes these 
inequalities, injustice and actively works towards 
social change and action by those considered 
disadvantaged. 
In considering the above approaches, it becomes 
apparent that the "bottom-up" approach and the 
Liberating Approach, have their roots in the philosophy 
and theory of Paulo Freire. Paulo Freire was born in 
1921 and lived in the most extreme situations of 
poverty and underdevelopment. He was a professor of 
history and philosophy of education at the University 
of Recife. His work and theory arose out of his 
involvement with the literacy campaign which was aimed 
at assisting the peasants in Brasil to read but also to 
overcome their continued passivity. Freire's methods 
were adopted by the Brasilian Ministry of Education 
with nearly two million people involved in 20 ooo 
discussion groups. 
His work was often inspired by people such as Chi 
Guevara, Moa, Lenin, Martin Luther King, Erik Fromm and 
others. His primary aim was to mobilise people to a 
point of certain awareness of their situation. During 
the literacy campaign the process of "conscientization" 
engaged people in determining their own goals and 
change process. 
This therefore brings us to the point where we have to 
closely consider the involvement and inclusion of the 
trainee in the planning and decision-making process of 
the training programme where learning needs are to be 
considered. 
Benseman, J, (1978:39) argues that, "the relationship 
between the educator and educatee therefore is based on 
equality where both have an equal contribution to 
make." He quotes Paulo Freire (1972) as stating·:-
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"the educator must 'die' as exclusive educator to 
the educatee in order to be born again as educatee. 
At the same time, he must propose to the educatee 
that he 'die' as exclusive educatee of the educator 
in order to be 'born' again as educator of the 
educatee. This is a continual passage back and 
forth, a humble creative movement, which both have 
to make." 
It implies that the roles between educator and educatee 
continue to interchange from one position to another, 
where the educator is willing to learn and the educatee 
is willing to teach and vice versa. This therefore 
calls for greater participation and involvement from 
all concerned with the humble changes in status. 
The western or conventional model of teaching 
community-based rehabilitation workers or general 
frontline workers often assumes a very authoritarian 
approach to teaching. The trainer frequently assumes 
the authoritarian position of knowledge and skill 
rigidly bound to a set curriculum. The liberating 
model in South Africa, known as progressive or 
alternative education, focuses on participation by the 
community for the community. 
Werner, D and Bower, B, {1987:16) assert that, 
"one of the main purposes of conventional or 
authoritarian education is to teach students to fit 
obediently into the existing social order. The 
teacher provides the approved knowledge and the 
students receive it." 
He adds that unfortunately the same authoritarian 
approach is often used to train the village level 
rehabilitation worker. He notes that, 
"students are taught to follow, not to explore; to 
memorize, not to think. They are taught to believe 
that their first responsibility is to the health 
system rather than to the poor." 
(Werner, D and Bower, B, 1987:6). 
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The dilemma of this form of edu~ation unfortunately has 
its roots in the educational system of the country. 
Themajor problem with this authoritarian approach to 
training of community-based rehabilitation workers lies 
in the fact that this method is rigid and resists 
change. 
The added dilemma of this approach is that it serves as 
a poor example or model to_ the community-based 
rehabilitation workers who will teach and educate the 
local community the way they themselves were taught. 
Werner, D and Bower, B (1987) emphasise full 
participation and involvement of community-based 
rehabilitation workers in their training - to allow 
observation, criticism, analysis and work things· out 
.for themselves. 
"These ways let the students discover that they are 
just as good as their: teachers and everyone else. 
They learn to co-operate rather t~an compete in 
order to gain approval. They are encouraged to 
consider the whole social context of their people's 
needs and to look for imaginative and courageous 
ways of meeting them. This we will call EDUCATION 
FOR CHANGE. Emphasis is more on learning than on 
teaching." 
(Werner, D and Bower, B, 1987:16). 
3.3 COURSE CONTENT, CURRICULUM DEVELOPMENT AND TRAINING 
MODELS 
At the recent conference on Community-Based 
Rehabilitation arranged by the Rural Disability Action 
Group (RURACT) on 26 - 28 April 1990,-much discussion 
emerged as to the content and curriculum design which 
would be appropriate 'for ~he training of 
community-based rehabilitation workers. The question 
which emerged was whether one was actually looking for . 
the development of a community-based reha~ilitation 
worker who has multiple skills, i.e. a combination of 
speech therapy, physiotherapy, occupational therapy and 
social work skills. If so, the training would be 
generic, focusing on several disabilities and 
developing the multiple skills mentioned. Others 
disagreed, believing that the nature and tasks or job 
description would determine the content and curriculum 
design. 
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The latter approach is potentially problematic as it is 
restrictive and exclusive in terms of the area of 
specialisation. 
Austin, M J, (1978:101) notes-that, 
"The emerging trend towards comprehensive unified 
human service for the poor, mentally ill, retarded, 
delinquent and disabl~d has brought to the surface 
most dramatically the need to reconceptualise 
traditional approaches to staff development and 
training in the human service." 
Thus, in reconceptualising curriculum design one sees 
an emphasis on generic, comprehensive care for all by 
the year 2000. 
In the comprehensive primary health care app~oach this 
is feasible, if service rendering is to be broad and 
_non-specialised. unfortunately, many projects in South 
.Africa function within the context of specialisation, 
e.g., The Association for the Physically Disabled -
Physical Disabilities, Civilian Blind - Blind, Cerebral 
Palsy Association - cerebral Palsy, and others. - This 
cle~rly is in direct conflict with the expectations of . 
the World Health Organisation as it is often regarded 
as being short-sighted and a waste in manpower 
utilisation. 
on the other hand, if the curriculum is de_signed. in 
such a way that the area or field of specialisation 
receives attention but includes a comprehensive care 
approach, one could then be considered as moving 
appropriately towards meeting the needs of all by the 
year 2000. It is therefore clear that the curriculum 
designed should focus on comprehensive - gene~ic care 
·with an added focus on the specialisation if indicated. 
An added dilemma in curriculum design is the inclusion 
or exclusion of the adult learner in planning the 
content.of the course. Austin, M J (1978) outlines 
that in traditional approaches to training, curriculi 
have often been dev.eloped with little consideration and 
regard for the needs of the trainee and without 
emphasis for job ladder scope and development. 
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One therefore find& that the-~raditional approadhes 
to the training of community-based rehabilitation . 
workers have been a "top-downn approach with 
curriculi being· formulated on a set of basic 
assumptio"ns by the training institution.or 
organisation. 
I believe that it is these assumptions which fail to 
consider· the uniqu·eness of the adult learner and the 
subtle transactions between the trainer and trainees 
in . COmmuni ties Which have their QWlt ec"onomic I 
social, cultural.and political structu~es. 
The effectiveness of course content and curriculum 
design in community-based.rehabilitation is . 
dependent·on the_ inclusion of the community-based 
rehabilitation worker. Thus, the "bott?m;...up" 
approach is considered to be more effective as it 
would focus on a liberating approabh to th~ training 
with the emphasis on the inclusion of 
community~based rehabilitation worke~s in the 
planning of the.training content. 
Werner, D and Bower, B, (1987~j-2) emphasise the 
inclusion o·~ the community-based rehabilitation 
worker in the planning of the traini-ng coritent and 
cite several reasons· for this :-
11 1. Through guided practise the students learn 
firsthand about analysing, planning and 
organising relevant activities. 
2. students become more <:Ieeply involved in the 
teaching-learning process; 
. . 
3. They ~ecome and feel more equal to their . 
instructors. .This will help them when they 
. begin to plan and teac:h in their communities. 
They will be more able to relate to their own 
people as equals and to share responsibilities_ 
with others. 
4. students can help ·adapt. the content of the 
training programme to the problems, needs and 
resources within their particular communiti~s. 
This helps.in makfng each training· session a 
new, special, exciting and more relevant 
experience - for the instructor as well as the 
students. 
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5. The flexibility and shared responsibility of this 
approach is basic to achieving community health and 
fairer distribution of control." 
Thus in an attempt to develop an innovative curriculum, 
certain objectives would need to be considered. The 
International Association of Schools of social Work 
asserts that the objectives should be considered 
irrespective of the field. Austin, M J, (1978:101) 
outlines Buttons' objectives for training which have 
been used as a point of reference for designing an 
integrated framework for the training of community-
based rehabilitation workers or paraprofessionals. He 
states :-
"First, not because it is most important but 
rather because it is most obvious and concrete, 
there is a body of knowledge and theoretical 
concepts upon which practise is based ...... . 
Second, there will be a series of skills 
underlying successful practise •.••.•. Third, 
beneath the surface of personal skills lie the 
attitude and outlook of the people seeking to 
exercise those skills ..•••• " 
Thus, in the overa'il objectives for training there 
needs to be a body of knowledge and theory upon which 
practise and skills are exercised. 
For an innovative curriculum to be effective, the 
course content needs to have certain ingredients. This 
implies that the process of curriculum development 
needs to follow certain steps. 
several theorists on the subject of curriculum design 
and development for training community-based 
rehabilitation workers regard the following as 
important processes and models to follow. 
Werner, D and Bower, B, (1987) provide an outline of 
important consideration for overall course planning. 
(Refer to Appendix 11 - Important Consideration for 
course Planning- Werner, D and Bower, B, (1987)). They 
outline three major sections which include :-
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section A Planning t'o be done bef orE! the training 
.course begins.~-
section B Continued planning after the trai~ing 
course begins. 
Section c Planning and programming after the 
course is completed. 
At the proceedings of the International Association 
of s6h6ols:of so6ial Work,_ Asian Region~l Seminar, 
Jul~ 1980 - an outline was provided f6r the process 
which should be followed for.curriculum . 
development. This ··included the. following steps ·:.;, 
step I Identification and assessment of 
training needs· 
step II Formulation of objectiyes 
Step III ·Determining traini.ng content 
Step IV . Choosin~'the appropriate methodol6gy and. . . 
training resources 
Step v Evaluation 
Pangalangan, E & De Guzman, L., (1982). 
Rigby, ~ D (1978) proposes a systematic approach to 
training programmes and utilises a task-orient~ted 
integrated ~pproach to training~ He follows .the 
guidelines proposed by the. Generalised Training 
· . Model ·which was used by the Mobile. Training Scheme 
being cond~cted ·under the auspices of the :Economic 
and Social Commission.for Asia and the Pacific. 
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Rigby, B D, (1978:37) presents this model as follows :~ 
II GENERALISED TRAINING MODEL 
ASSESS PROBLEM OR NEED 
If training 











SET TRAINING OBJECTIVES TO .. PREPARE .. 
TRAINEES FOR TASKS 
i 










EVALUATION OF JOB PERFORMANCE 
After training 
It is clear from the. various models presented that the 
pre-training phase is regarded as the most impo.rtarit in 
designing the course content. All the theorists agree with 
assessing the exact nature of the training needs ~nd the 
objective before designing the. course content. 
Both Rigby, B D (1978) and Werner D's (1987) process of 
course developme_nt moves beyond. the initial planning to the 
actual implementation of the course. Both stress.constant 
. . . ' . 
evaluation and analysis of the appropriateness or 
.effectiveness of the training programme. 
II 
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It is Werner, D and Bower, B {1987) who appear to be 
the most methodical in their framework or model and 
propose approximately eighteen steps which should be 
followed. They emphasise continued planning after the 
training course with constant feedback between trainer 
and trainee. The involvement and participation of the 
community-based rehabilitation worker in the actual 
planning and feedback process is given great priority 
and attention. 
On the other hand, the model for curriculum development 
proposed by the International Association of Schools of 
social Work {1980) provides insufficient guidelines to 
ongoing curriculum development during the training and 
the post-training period. Rigby, B D {1978) speaks 
about an evaluation of the job performance after the 
training period as a measure to determine whether the 
course content and curriculum was effective. Clearly, 
this should not be the only means of evaluating whether 
training has been appropriate. The inclusion of the 
community-based rehabilitation worker could assist in 
this area. Evaluations or post-training assessments 
should not be left solely as the responsibility of the 
educator. Paulo Freire (1972) regards the trainer and 
trainees as equals - both should be active in assessing 
and devising a model which is appropriate for their 
situation. 
3.4 TRAINING METHODOLOGY AND TECHNIQUES 
Most community-based rehabilitation workers have their 
roots in rural and peri-urban communities which would 
therefore have implications for the training 
methodology and techniques used. 
Rigby, B D (1978) notes th~t most community-based 
rehabilitation workers or paraprofessionals may have 
little academic preparation or background. Although 
some may have a high school level of education, the 
majority may barely have primary school. He notes that 
some of the best community-based rehabilitation workers 
may even be illiterate.· Rigby B D, (1978:18) states 
that, "their training must be experiential, 
participatory and pragmatic." 
.. ,, .. 
.! -
The teaching-methodology and technique chosen will 
again be dependent on the appr'oach chosen for training, 
i.e., a "top-down" approach (conventional or 
progressive) or a "bottom-up" approach (liberating 
approach). ' 
Werner, D (1987) sees teaching methodology as one~ 
again fitting into the three approaches and describes 
them as follows :-
3.4.1 CONVENTIONAL APPROACH 
Within this approach traditional methods of teaching 
are used. The trainer assumes a dominant pos'i ti on 
while the adult learner receives knowledge in a passive 
manner through the methodology or techniques used. 
3.4.2 PROGRESSIVE APPROACH 
3.4.3 
The trainer using this approach educates through 
dialogue and group discussions but still remains 
dominant in .deciding the correct answer to·a· 
situation. ·The adult learner. is slightly_ less passive 
bu~ memorisation still remains basic. 
LIBERATING APPROACH 
Within this approach the teacher and adult learners are 
regarded as equals.· There is usually open~ended 
dialogue with emphasis _on people's experiences. Both 
trainer and. trainees alike ·have a- dual role of 
educating and learning. The emphasis is on "Active" 
while the norm for learning is through doing and 
discussing. 
In the.conventional or traditional methods of training 
the teacher is given the elevated status- of being the 
symbol of knowledge. Paulo Freire (1972) highlights 
that the prestigeous status should change to facilitate 
a mutual informal learning experience between trainer 
and trainee. Thus, non-formal educators do not 
subscribe to formal didactic methods of training. 
Rigby, Bo, (1978:22) outlines.that, "they believe that 
learning takes place more effectively when the trainer 
is actively involved in critical reflection rather than 
when he is. treated as a vessel in which to pour 
information, or as an object to be manipulated." 
\ 
.: \ 
vii expectations 6f the group " 
(Pangalangan~ E and De Guzman, L, (1980:47) 
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Consideration of th·ese factors is essential as it would 
ul timate_ly determine the type of method chosen in the 
training of community-based rehabilitation _workers. If 
one is to consider the philosophy of Paulo Freire, it 
becomes apparent that the appropriate methodology and 
technique chosen would also take into. account the · 
suggestions and recommendations of .the community-based 
rehabilitation worker. Furthermore, the particular 
approach to training would form the foundation for the 
methods to be used. The types of teaching methods used 
obviously have advantages and disadvantages depending 
on the teaching or training environment. 
Teachin~ methods include lectures, iecturettes, 
discu~sions, buz~ sessions, case discussions, 
role-plays, observation, songs, stories, proverbs, 
drama, brainstorming'· games, project groups, field 
visits or observators, field-work, field-practise, 
feedback, etc. 
Rigby, B D (1978) asserts that the teaching materials 
or aids used in non-formal education should be aimed 
at :-
i . Providing scope for self-expression 
ii Illuminating self-concept 
iii Taking cognisance of _valid differences in perception 
iv Creating an awareness of perception of others· 
v Understanding how others perceive_ one 
vi Understanding the forces that rule people's lives 
vii Learning to participate in problem-soiving 
viii Facilitating consciousness by the community-based 
rehabilitation worker of how they us~ themselves 
ix Developing s.kills and unders·tanding on a 
multi-track/multi level model. 
The most important purpose of the training materials 
used could be.easily described in ·an old chinese 
proverb 
"If I hear it, I forget it 
If I see it, I remember it 
.If I do it, I know it" 
II 
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Thus, the art of creative visual presentation in the 
materials· and practical experience or involvement has a 
profound effect on the learning process of the adult 
learner. 
Werner, D and Bower, B (1987:11-2) asserts that,· 
"Appropriate teaching aids encourage :-
OBSERVATION 
& >- THAT LEADS TO----+ DISCOVERY- & ~ACTION 
THOUGHT II 
Werner also provides guidelines for ~he selection of 
appropriate teaching aids which correspond with the 
principles of community-based rehabilitation especially 
in underprivileged communities. 
The guides for appropriate teaching aids are :-
1.Make your own teaching materials using lower cost 
local materials 
2.When making teaching aids, use and build on skills 
students already have 
3.Involve students or the local community in making 
them for themselves 
4.Use real objects-instead of just drawing things 
5.Draw the human anatomy and signs of health problems 
on people, not on paper 
6.Teach new ideas or skills by comparing them with 
familiar objects or activities 
7.Make teaching aids as natural and lifelike as you 
can, especially when detail is important 
a.use teaching aids that call for doing as well as 
seeing - aids that students must handle and put 
together 
9.Make them as fascinating or fun as possible 
10.use teaching aids.that do not simply show or explain 
something, but that help the students to think 
things through and discover solutions for themselves 
11.Use your imagination, and encourage students to use 
theirs 
12.Kee~ teaching aids relatively simple." (Werner, D 
and Bower, B 1987:11-2). 
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There are a muitiple of teaching aids or materials 
which could be used but appropriateness should be 
carefully considered before actual implementation. 
Some teaching aids which could be used are :-
Flannel boards, string boards, magnet boards, flash 
cards, flash car~ games, flip-charts, puzzles, 
pictures, story-telling, poetry, filmstrips, slides, 
role-plays, health posters-, drawing of anatomy on 
body, etc. 
Each type of material used has its specific 
advantages and limitations and should be carefully 
considered before being used. (See Appendix 12 -
International Association for Schools of Social Work 
-Advan~ages and Limitations of Teaching Materials). 
3.5 NATURE OF SUPERVISION OF COMMUNITY-BASED 
REHABILITATION WORKERS 
3.5.1 NEED FOR SUPERVISION 
There appears _to be general consensus (Kadushin, A, 
1976; Werner, D and Bower, B, 1987) that the 
conununi ty-based rehabili ta.tion workers, irrespective 
of the nature of tasks they are expected to perform, 
require ongoing supervision. The main reason for 
this relates to the fact that the majority of 
community-based rehabilitation workers have had 
limited specialised training and· often requires 
practical assistance, support and ongoing education, 
to assist with the actual implementation of tasks. 
The co~ordi~ating Committee on Community 
Rehabilitation Education (1988) stipulates in a 
memorandum submitted to the south Afr'iacn Medical and 
Dental council that the community-based 
rehabilitation worker would be supervised on a 
regular basis by an occupational therapist, 
physiotherap~st,_ speech or hearing therapist or 
receive consultation from other rehabilitation 
professionals involved with the primary or tertiary· 
care. 
3.5.2. 
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The proposed training course for social auxilliary 
workers as outlined by the South African Council 
For Social Workers (1989) highlights that the 
social auxilliary worker will function under the 
guidance and control of the social worker at all 
times. 
It is generally agreed that the community-based 
rehabilitation worker will not work in isolation 
but will have the active support of the supervisor 
and team. ~he need for supervision usually ranges 
from formal to informal supervisiory sessions. In 
my experience, there appears to be a grea~ need for 
informal contact and supervision, as needs and 
concerns emerge regularly and usually cannot wait 
until the contracted day or time. 
ROLE DILEMMA OF THE TRAINER AND SUPERVISOR 
The dilemma or question which ultimately emerges is 
whether the trainer or supervisor should supervise 
the practical daily activities of the 
community-based rehabilitation ~orker. The ·trainer 
may be a qualified physiotherapist, occupational 
therapist,social worker or nurse who is skilled in 
the knowled_ge and field ·experience of the 
community-based rehabilitation worker. They may not 
necessarily be qualified as trainers of 
community-based rehabilitation workers •. The 
supervisor, who may be of the same profession, 
oversees and guides the activities of the 
community-based rehabilitation worker through the 
administrative, educational and · supp·orti ve 
process. I.n certain community-based rehabilitation 
organisations the training and_ supervision are 
performed by one professional while in other 
situations the training and supervision are 
performed by two different individuals. 
The difficulties which have arisen appear to be 
that the supervisors usually have the broad 
co-ordinating skills to facilitate the actual 
functioning of the project while the trainer has 
the actual knowledge, theory and practical 
experience, and is clear about the expectations 




It is.rare to find one individual.who has both 
outstanding supervisory. skills and knowledge about 
· the· training of community-based rehabilitation 
workers. 
Austin, L, (1958:445.) in the light-of these 
diiemmas h,as recommended that, 
" the administration ~nd teaching functions be 
di~ided and performedby two different staff 
persons to mitigate the inherent strains and 
~onf licts ~f the supervisory relationship and 
to facilit~te the· independent function and 
professional growth of the practitioner." 
The dilemma is somehow decreased when the training 
_and supervision is done by two individuals where 
roles are clearly defined. 
KNOWLEDGE·. AND EXPERIENCE OF SUPERVISORS 
. The appropriateness o.f supervision which 
community-based rehabilitation.workers receive is 
depende~t on the knowledge and ~xperience .· wh.ich the · . 
supervisor has in community-based rehabilitation, · 
comprehensive primary health care, and . 
~upervision .. The major dilemma ~hich traine.rs or 
supervisors experience is thatthey themselves have 
not received the necessary training to regard 
. them~elves. as qualified trainers or sup~rvisors.of 
.community-based rehabilitation workers.Some of the 
.recommendations made at the proceedings· of the 
International Association Of Schools Of Social 
Work, {1980) pertaining.to these issues were : 
"Schools first.prepare the trciiners· of . 
parapfofessiohals before the~ can·effectivel~ · 
engage in professional training ..••• · 
. . ' . . 
The preparation of social workers as trainers ; 
ie, those who will train.the trainers. For 
example:, a school may wish to undertake the 
training of ·trainers, which it can eventually 
turn into· an area of specic1lisation t . st.arting 
with its own faculty ••• " · ( Pangalangan ~ E and De -· 
Guzman·L, 1980:55) 
Unfortunately, these recommendations have not been 




Thus, the situation still remains where we have 
unqualified trainers of community-based 
rehabilitation workers. The training which the 
trainers provide is usually based on literature and 
on personal experience in the field. There is no 
knowledge as to whether the training provided is 
appropriate or satisfactory. 
NATURE AND TYPE OF SUPERVISION 
During a group discussion at the recent Rural 
Disability Action Group (RURACT) Conference on 
Community-Based Rehabilitation Workers, April 
1990, many professionals appeared unclear about the 
exact nature and process of supervision. 
Kadushin, A (1976) is one of the authors who 
clearly outlines the process and nature of 
paraprofessionals' supervision which could be 
adapted for community-based rehabilitation 
workers, as no literature is presently available 
regarding the supervision of community-based 
rehabilitation workers. Kadushin, A (1976) 
outlines the process or different types of 
supervision as being :-
3.5.4.1 ADMINISTRATIVE SUPERVISION 
The nature of supervision of the community-based 
rehabilitation worker might be very dlfferent to 
the supervisee - supervisor role and relationship 
of professional social workers. 
Social workers are usually familiar with the 
administrative policies and structures of an 
organisation whereas this might be completely new 
and unknown to the community-based rehabilitation 
worker. Kadushin, A, (1976:387) asserts that, "the 
usual supervisee is familiar with the 'culture' of 
the social-service organisation. For the 
paraprofessional, this is either unfamiliar 
territory or familiar in a distorted way •. " 
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This therefore implies that the supervisor needs to 
create administrative structures which are 
pragmatic and imaginative. Supervisors need to 
realise that the community-based rehabilitation 
worker might barely have secondary school 
.education, which therefore requires that 
administrative procedures are kept simple and 
uncomplicated. The supervisor in this context 
needs to creatively facilitate and guide this 
process by repeatedly explaining the purpose of 
adhering to procedures and policies. 
Cudabeck, D, (1970:217) notes that, 
"new careerists are likely to have had limited 
work experience, particularly experience in 
large bureaucratiq agencies. They will need 
extra help in learning to maintain work 
schedules, keep records, use written resource 
material, explore agency channels of 
communication and participate productively in 
staff meetings. Simple office procedures -
answering phones, leaving messages, filing 
material - may need to.be specifically taught." 
Kadushin, A (1976) notes that often short daily 
supervisory sessions rather than weekly supervision 
are often more desirable due to the needs of the 
community-based rehabilitation workers. 
"Having more limited educational background in 
preparation for doing the job, having had less 
opportunity in a structured work situation to 
develop habits of punctuality, routine job 
organisation and efficient work procedure, 
experiencing difficulties with or resistance to 
written report forms which often serve as 
administrative control devices, the supervisor 
may initially need more frequent reviews of her 
work." (Kadushin, A, 1976:390). 
Supervisors need to be cautious about exaggerating 
the differences between supervisor and 
supervisees. The relationship could be an 
interchangeable one where both supervisor and 
supervisee are.able to learn from each other. A 
dominating-authoritarian supervisor could easily 
appear oppressive rather than liberating. 
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Here again, a "bottom-up" approach could· have the. 
advantage of giving power and independence to the 
supervisee. The contribution which the supervisee 
through involvement and participation makes in 
helping to set appropriate administrative 
structures for supervision should not be ignored. 
3. 5. 4 .. 2 EDUCATIONAL SUPERVISION 
The educational approach to supervision requires 
individualised attention to the community-based 
rehabilitation worker. Much controversy exists in 
this area especial!~ if the tr~i~ing and. 
supervision is done by two professionals.· It is 
usually difficult to supervise an area which 
someone else has· taught unless the supervisor has 
been present in the actual teaching. 
Nevertheless, there is definite consensus regarding 
the ongoing education.of the community-based 
rehabilitation worker. The primary reasons for 
this is that, "~ducational supervision is_ the 
'guidance mechanism"' that makes explicit the 
workers knowledge· and understanding, 9ives it 
purpose and direction and makes it consciously 
available for the use in job performance." 
(Kadushin, A; 1976:392). 
In considering the educational and cultural 
background of the ~onimunity-based rehabilitation 
. -
worker - non-formal methods of educational 
supervision needs to be incorporated. The 
supervisor need to accept some basic new careerist 
concepts that, 
"people learn in· a variety of ways and that . 
formal schooling may nc:>t be the best procedure· 
for everyone; the lack of formal_credentials is 
.· not indicative of· what the supervi·see_ is 
·capable of doing; that the paraprofessional 
does.bring some special knowledge; some unique 
qualities .and a special kind ~f competence 
which results from life~experience l~arning; 
that previous lack of experience with formal 
training does.not impair capacity to learn; 
" (Kadushin, A, _1976:393~394). 
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The need to adapt teaching approaches suitable to 
the needs of the community-based rehabilitation 
worker is imperative. Kadushin, ~ (1976) mentions 
that age, life experience of a struggling reality, 
educational background, etc., have implications· for 
the method of education chosen. 
"Untrained does not necessarily imply unskilled or 
unknowledgeable." (Kadushin, A, 1976:397). 
The same principles previously di~cussed under 
training methodology and techniques should be 
considered here. Kadushin, A (1976) agrees wfth 
authors such as Rigby, B D (1978) and Werner, D and 
Bower, B, (1987) and asserts that supervisors need 
to place less emphasis on teaching as a means of 
learning ·and should rather depend on didactic, 
repetitive, ongoing personal discussion with the 
community-based rehabilitation worker. 
Self-actualising, pragmatic, experiential 
approaches are required. Arthur, P and Riessman, F, 
(1965:157) outline that training should be, "job 
related rather than general. An adequate training 
programme can be generated only if it is attuned to 
a precise job description. Training must provide 
the non-professional with a portfolio of sp·ecific 
skills." The danger of this approach is that the 
skills provided are narrowed to a specific task, 
and cause difficulties when job movement or change 
occurs. The community-based rehabilitation worker 
needs to be given broad primary health care skills 
which focus on promotion, prevention, diagnosis, 
trea:tment and rehabilitation. These therefore 
_become th~ areas which the supervisor needs to 
focus on and could contract to work on specific 
areas during educational.supervision. 
3.5.~.3 SUPPORTIVE SUPERVISION 
Life experience and community awareness are often 
insufficient background to assist the 
community-based rehabilitation worker with the 
tasks assigned. The function of the 
community-based rehabilitation worker within large 
organisations or being out in the community often. 
leads to isolation and sometimes discouragement. 
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The lack of educational credentials might lead to 
insecurity and uncertainty. They may experience 
performance anxiety and question, or frustrate 
their own ability to meet organisational standards 
and expectations. The community-based 
rehabilitation worker might experience conflict in 
terms of the demands of the organisation which may 
be at the expense of the community or projects' 
demands and expectations. 
The conflicts, difficulties, uncertainties, etc., 
experienced by the community-based rehabilitation 
worker might be extensive and often require 
intensive support from the supervisor. In my 
experience, community-based rehabilitation workers 
need to be encouraged and rewarded for good 
performance every step of the way. The 
relationship between supervisor and supervisee 
needs to be of such a nature that there is an 
openness and a relaxed atmosphere which encourages 
and gives the community-based rehabilitation worker 
the opportunity to express concerns, uncertainties, 
disillusionment and insecurity. 
Kadushin, A, (1976:406) adds that, "Given the 
nature of the socio-economic background and current 
living arrangements that characterise a large 
percentage of the paraprofessional group, the 
supervisor can anticipate many situational problems 
that require support." Many community-based 
rehabilitation workers live in underprivileged -
impoverished areas, and are often plagued by ill 
health, or socio-economic difficulties. This often 
means that support extends beyond the job 
situation. Kadushin (1976) suggests that in these 
instances organisations need to have "situational 
support" structures to support the community-based 
rehabilitation worker, i.e., childcare facilities, 




METHOD OF SUPERVISION 
In social work supervision, reviewing of case notes 
appear to be the main technique or method for 
supervision. This method is clearly an 
inappropriate one to use when supervising 
community-based rehabilitation workers who barely 
have secondary school education. Many may be 
illiterate and may not have the written skills to 
convey specific kinds of information. 
This therefore indicates that innovative, creative, 
pragmatic and experiential methods of supervision 
should be used to facilitate the supervisory 
process. Innovative methods such as, role plays, 
group discussions, sitting-in, co-working in 
projects and case studies, etc. are methods which 
add enjoyment and less stress to the supervisory 
process. 
Hart, G, (1982:11) note that techniques such as, 
role plays, "is the least complex and most 
effective supervisory technique." He adds that 
specific skills could be acquired quickly through 
the actual participation by observing and 
practice. This method is also effective in 
allowing the supervisee and supervisor to reverse 
roles, and helps the supervisor to understand the 
supervisees concerns and difficulties and vice 
versa. 
Sitting-in and observing could be perceived as 
anxiety provoking but if used correctly could serve 
as a supportive mechanism as well as assist with 
accountability. The sitting-in and observing could 
extend to the actual involvement and participation 
and in so doing the supervisee would feel less 
exposed. For example, when doing the physiotherapy 
stimulation exercises ,the supervisor could become 
as involved as the supervisee and could become the 
model for learning. 
Observation of the supervisee from behind a one-way 
mirror is rarely, if ever, used. This is normally 
a sophisticated method and equipment which is 
seldom found in community-based rehabilitation 
settings. 
' '' ' ' I 
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Unless based at the project, one-way.mirrors remove 
the client ·and supervisee from the natural 
·environment and promote an art~ficial environment 
which is contrary to community-based rehabilitation 
_principles. Audio-tape and videotape recordings 
-are useful metho~s in instit~tional-based projects 
and are expensive tools for supervision. ·The. 
community-based rehabilitation facillties utilise 
affordable methodology and.i:t is therefore highly 
unlikely that these would be used. 
Co-working in projects where there is enormous peer 
involvement is one of the more. appropriat~ . 
methods. If the correct environment is developed 
the workers could learn from their peers who might·· 
have valuable ideas and contributions to make .. 
The supervisors of community~based rehabilitation 
workers.need to realise.· that there ar~ several 
methods which could be used. There needs to be . . 
careful.and appropriate select~on oe_these to 
facilitate the learning process and aqquisition or 
refinement of skills. only some of these methods 
have been discussed here but .. the method and 
teaching aids· used in the training process could 
also be used anp incorporated -in the methodjs of 
supervision. 
CONCLUSION 
. The approach. which is· ultimately ch·osen. in the 
training and supervision of the~community-based 
rehabilitation worker will inevitably become. the 
guiding principles or va~ue system on ~hlch 
training methodology, techniques, content. and 
.. supervision are based. 
The training of community-based rehabilitation 
workers.clearly.calls.for a. "bottom-up" approach in 
which participation ·and involvement by the 
community for the commun~ty_is regarded as 
appropriate and in keeping with the principle of 
community-based rehabilitation. This then becomes 
the foundation on which content ~nd.cu~riculum . 
design, choice of training methodology, techniques 
and supervision are based. 
CHAPTER 4 





The method ·used to conduct this study will be 
~resented in this chapter. 
'A brief overvie~ ancf rationale of ·the research 
method will be pr_ese.nted followed by a discussion 
of the sampling me.thod chosen. Data collection 
procedure and the . actual de.sign of the interview 
schedule and self-administered questionnairewi11·. 
be highlighted. Finally, the difficulties, 
·limitations, and the strength of the study, will be 
·discussed• 
OVERVIEW AND RATIONALE OF THE RESEARCH METHOD 
. ' 
The research metho4Used in this study is prim,rily 
of a qualitative nature as it,· "proceeds from q . 
particular _social reality·_ to _a general social 
theory." ( Grinell ~ R, 1988: 19_6) • 'The researcher 
employeq an exploratory - descriptive design. ·This-
approach was Uf?ed as the researcher hoped to gain· 
further insight in~o an area_wh~ch is.reiatively 
and generally un'investigated, especially .within the 
arena of training of community-based rehabilitation 
worker.s working with the mentally· ·handicapped in 
the Western cape •. 
Grinell, R, (1985:196·)·asserts that, 
"qualitative methods are more suited_ to the 
·study of relatively undrafted social terrain 
and may be used to. generate hypotheses which 
can .be ·tested later by quantitative methods~· 
Qualitatively orientated researc.h studies 
attempt to explain reality· from the subjective 
vi~wpoints of participants in_ the systems 




The area of research chosen is relatively 
"unchartered" and uninvestigated. Little, if any, 
local information is available concerning the 
training of community-based rehabilitation workers 
with reference to those working amongst the 
'" mentally handicapped. The exploratory-descriptive:~ Ji 
design was used as the study explored and inquired '!' 
upon a particular topic with the view to describing/ 
the phenomenon as it arises in the training of \,, 
community-based rehabilitation workers. / 
By using this particular design, the researcher 
hopes to build a foundation of ideas and tentative 
theories which could be later tested through other 
more complex methods. 
4.3 POPULATION AND SAMPLING METHOD CHOSEN FOR THE 
RESEARCH 
No particular sampling method was chosen as the 
total population of community-based rehabilitation 
workers and trainers were used. 
The first population chosen for the research were 
community-based rehabilitation workers employed at 
South African Christian Leadership Assembly Health 
Project and Cape Mental Health Society. Both 
organisations are engaged in direct service 
delivery to the mentally handicapped in socially 
deprived communities in the Western Cape, i.e. 
Khayelitsha, Crossroads, K.T.C. squatter area, 
Nyanga, Guguletu, etc. These are the only two 
health and welfare organisations in these locations 
who employ community-based rehabilitation workers 
for this purpose. 
The total population of community-based 
rehabilitation workers chosen were :-
i Cape Mental Health Society - Two 
community-based rehabilitation workers ; and 
ii South African Christian Leadership Assembly 
Health Project - Seven community-based 
rehabilitation workers 
Due to political unrest in the area only six 
community-based rehabilitation workers were 
interviewed from South African Christian 
Leadership Assembly Health Project. 
# 
4.4 
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.The criteria for selection were that : -
i the community-based rehabilitation worker was 
employed in this capacity . . . . 
ii primary .responsibility. of the community'-based 
rehabili tat.ion worker· is active involvement and 
assistance to the mentally handicapped 
iii located in the Western Cape 
The second population chosen were the trainers 
linked to the various organ~sations and specific, 
pr.ojects in which the selected community-based 
rehabilitation workers are employed. The total 
population of trainers were :~ 
i Cape Mental Health Society - 1 .trainer ; and 
ii · South African Christian Le~dership Assembly Health 
Project - 1 trainer 
· In May 1990 '· permission was requested from these 
two organisations to allow· the researcher to 
conduct the interviews. (See Appendix 13 -
·Permission to conquct research at South African 
Christian Leadership Assembly Health Project and 
·Appendix 14 -.Permission to conduct research at 
cape Mental Health Society). Permission was . . . . . 
verbally granted. 
DATA.COLLECTION PROCEDURES AND DESIGN OF INTERVIEW 
SCHEDULE AND SELF-ADMINISTERED QUESTIONNAIRE 
Considerable time was spent contacting individuals 
who are involved ·in .e,;ommunity development, 
community work, and indigenous. theory and practice 
projects and community~based rehabilitation in 
order to obtain relevant data in this. ·field. 
Personal interviews were ~onducted with Ina 
conradie, lecturer in community· D.evel!::>pment, 
Universit;y of Cape.Town; and Hans Norman,. 
researcher~ Indigenous Theory. and · Practi.ce 
organisation, to obtain relevant and available 
literature in this fieid. 
A conference on Community-Based Rehabili~ation 
also attended .between 26 - 28 April. 1990 in 
Johannesburg, as a further source of collecting 
most recent and updated data in this field. 
the 
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A request for literature was made to the Zimbabwiari 
Red Cross Society, Harare and the Christian Medical 
Commission World council of ._Churches, Swi tzerlancf. 
(See Appendix 15 - Request.for Literature -
Zimbabwe.Red Cross Society and Appendix 16 -
Request for Literature -Christian Medical 
Commission World Council of Churches.) These .. 
organisations were resp1ac:::ti vely. contacted due to· 
their prominence in the developmen~ of training of 
cominunity-based rehabilitation workers and the 
circulation of literature in this field. 
Data wa~ also obtained in the general literature 
review and were used in the preceding chapters. 
The primary source of data collection·were in two 
.p~aseS, ·i.e. :-
PHASE 1 
An interview schedule was des.igned and included 
·. both structured and unstructured questions which 
was present~d.to the first population, i.e. 
community-based rehabilitation workers (See 
Appendix 17 - Interview.Schedule). 
Factors which influenced the development of the 
inter~iew schedul~ were :-
i interviews held with relevant people and literature 
obtained and gathered through secondary sources 
ii educational and language.backgrounds of the 
community-based rehabilitation worke·rs 
iii the time factor with regards to finding the 
appropriate Xhosa translation for .questions ·, 
The interview schedule was administered and 
conducted by the researcher .·who was assisted_· by an 
·interpreter, Nomazizi stuurman, who is based at the 
south.African Christian Leadership Assembly Hearth 
Project iri Khayelitsha. All the community-based 
rehabilitation workers·employed at South African 
Christian.Leadership Assembly Health Project spoke 
only Xhosa._ The assistance.of 'the translator was 
aimed at including ail th~ community-based· 
rehabilitation workers and to bridge the.language 
and educational gap·~ 
i 
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Interviews were conducted at the South African 
Christian Leadership Assembly Health Project, Site 
B, which is situated at the heart of the squatter 
area in Khayelitsha. The community-based 
rehabilitation workers employed at Cape Mental 
Health Society were interviewed at the central 
office in Observatory. 
The community-based rehabilitation workers were 
interviewed from approximately 10 May 1990 - 12 
June 1990. This in practical terms meant that 
interviews were arranged on an appointment basis 
and held in community active conditions which were 
often unconventional from traditional social work 
settings. 
All the community-based rehabilitation workers 
interviewed were assured of anonymity and 
confidentiality in order to decrease the response 
bias or halo-effect. 
The nature of the investigation was explained to 
all, who consented willingly to be interviewed. 
Some reported initial anxiety but were relieved at 
the nature of the questions. 
The interview schedule included the following 
questions or data :-
Identifying data of the community-based 
rehabilitation worker, i.e. _name, age, marital 
status, address, home language, organisation 
employed at, etc. 
ii Educational level, i.e. primary, secondary, 
tertiary or other. 
iii Description of specific project and area of 
operation. 
iv Experience in the field of mental handicap. 
v Knowledge in the field of mental handicap, i.e. 
prior to the involvement in the project. 
vi Training period for the specific project employed 
in. 
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vii Place and environment in which training took place, 
i.e. village, office, lecture room, home o~ the 








Inclusion in the planning of the training 
programme, i.e. direct involvement in the training 
and the opportunity to evaluate and give feedback. 
Community-based rehabilitation workers knowledge of 
the objectives for his/her training. 
Course content and areas focused on. 
Training methods used, i.e. formal lecture, talks, 
group discussions, field visits, participative 
activities, workshops, observationals, etc. 
Training materials and aids, i.e. flannel boards, 
videos, films, cards, posters, drawings, etc. 
Nature and type of supervision while training, 
i.e. frequency of supervision, method of 
supervision and type of supervision obtained. 
Suggestions and recommendations to improve the 
training in order to assist the community-based 
rehabilitation worker in his/her tasks. 
Most of the questions provided an opportunity for 
evaluation and recommendations. 
PHASE 2 
A detailed self-administered, semi-structured 
questionnaire was designed and given to the 
trainers engaged in the training of the 
community-based rehabilitation workers. (See 
Appendix 18 - Self-administered semi-structured 
questionnaire). 
The essential factors which influenced the 
self-administered semi-structured questionnaire 
were interviews held with relevant individuals and 




.Each trainer co~pleted one questionnaire for the 
group of community-based rehabilitation .workers 
which they were assigned to train. The trainers· 
had no access to the individual interview schedule 
in order to reduce the- response bias and increase · 
validity. 
Both self-administered questionnaires w~re 
completed within a period o~ two weeks during May 
1990. 
The self-administered questionnaire incorporated 
quest1ons iri the foliowing areas :-
Identifying data of the trainer, i.e. name, age, 
.marital status,· home· language, address, 
.. organisation employed at,· etc.· 
ii Educational level and qualifications of the 
trainer. 
iii A Community involvement and experience in the field 




Previous experience as· a trainer of community-based 
rehabilitation workers in the field of mental 
handicap. 
Description of the project/$ with which the trainer 
was associated. 
B Area of operation. 
c Function/s of the community~based rehabilitation 
worker in the project/s. 
v Training_period/s used for the community-based 
rehabilitation workers'. 
vi ·p1ace and environment in whic~. training took place,_ 
i.e. village; confines of the project, home of the 
mentalli tiandicapped,·etc~ 
vii The extent to which the trainer included the 
community-based rehabilitation worker in the 
planning of the training programme or project. 
viii outline of the objectives.of the training 










' Theoretical models considered in the training 
including the advantages or disadvantages of the 
models used. 
Course content and areas focused on. 
Training methods used~ i.~. formal lectures, 
participativ~ act~vities, group discussions, etc. 
Training mat~rials and aids used, i.e. 
audio-visual, charts, drawings, flip charts, etc. 
Nature and type of su·pervision, i.e. frequency of 
supervision, methods of supervision and the type of 
supervision. 
xiv suggestions and recommendations to improve the 
training of community-based rehabilitation workers 
in the function/s. 
Most of the questions asked were in retrospect to 
the training provided.· An. opportunity was provided 
for .. the trainer to evaluate and make alternative 
suggestions. 
· 4.5 DIFFICULTIES ENCOUNTERED IN THE STUDY :-
The ~ajor difficulty encountered relates to the 
limited number of trainers and community-based 
rehabilitation workers employed within the field of 
mental handicap in the Western Cape. 
~n added problem is the lack of available 
literature. in this field. There was·a poor 
response to the letters sent abroad. in which 
informatiori was requested. 
. -
Practical difficulties were encountered in terms.of 
distance travelle~ between the two organisations in 
order.to complete the interview schedules. Delays 
were experienced in completing· the interview 
schedules in the time alloted due to environmental 
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D_uring late June 1990, and early J·uly 1990, the 
increased threat of community unrest became a 
reality when shacks were burnt in Site B, 
Khayelitsha due to the alleged conflict between the· 
Pan African Congress and the.African National · 
Congress. The situation brought a sudden end to 
interviews and meant that only six community-based 
rel'iabilitation workers instead of seven could 'be 
interviewed at the South African Christian 
Leadership Assembly Health Project. 
T~chnical difficulties pertained mainly to the 
analysis of data obtained from the trainers.· Due 
to th·e small sample, a descriptive analysis rather 
than a statistically orientate~ analysis was done. 
LIMITATIONS OF THE STUDY :-
The data collected in this study was retrospective 
~o the various training programmes already 
undertaken by the community-based rehabilitation 
workers. Thus, the· interviewees' responses ·were 
based arid relied on memory. 
The study_only focuse~ on the training of 
community-based rehabilitation workers.employed in 
specific communities and who spe?ialise in_the care 
of the profoundly and severely mentally 
handicapped. It is limited in so far as it does 
not include the broad spectrum of community-based 
rehabilitation workers employed in _the 
compr~hensive primary health care model. 
Inferences made would be guarded as the study only 
pertains to a particular population employed at 
specific organisations. 
The generaliseability 6f the results would pertain 
only t6 ·this population arid w_ith reference to this.· 
field. 
Even though interviewees were re-assured of 
confidentiality and anonymity, one cannot 'ignore 
the possibility of a halo effect in certain 
situations. Thus, the validity and r·eliability of 
the findings might be guar.ded. 
4.6.5 
4.6.6 
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The r~searcher a1:tempted to keep.the interviewer 
bias.fairly constant by the fact that all the 
interviews with the community:..based rehabilitation 
workers ~er·e conducted by herself. 
The researchers inability to control unknown 
extraneous ·factors within the environment of the 
· community-based rehabilitation worke:r:: and trainers 
needs to be taken into account. 
other ·extraneoµs factors which might have 
influenced the data collection were that the 
majority of community-based rehabilitation workers. 
only spoke Xhosa. Interviews were therefore 
conducted with the assistance of an interpreter. 
4.6.7 The final recommendations and suggestions 
concerning future training methodoiogy, content, 
·techniques, supervision, etc. are based on the 
subjective impression· of the cominur:ii ty-based 
rehabilitation workers and trainers~ 
4.6.8 Indigenous literature. which focuses specifically on 
the training of community-based rehabilitation 
workers was difficult to 6btain and ~as not always 
available within the formal academic.irist1tutions. 





This is the first time that an investigation into 
the training of community-based rehabilitation 
workers working specifically ~ith the mentally 
handicapped in the Western Cape has,been 
undertaken~ Thus, the findings and recommendations 
might a~sist trainer~ and trainee~. to im~r6ve the 
present training programmes. 
The study might lead to greater participation and 
involvement by community-based rehabilitation 
workers •. 
. certain modification·s might be brought to curriculi 
designs, training methodology, techniques and the 
nature of supervision. 
Greater clarity and more specific educational and 
. training objectives might become clear to both 





The study might also lead to an improved training 
programme which could result in a more effective 
/ 
and appropriate service delivered by 
community-based' rehabilitation_ worker~. 
The study in itself _might highlight.areas for 
future research in this·field. 
CONCLUSION 
The exploratory-d~scriptive design_ used1·in this 
study· aims at giving further insight to an area 
which is relatively uninvestigated. 
No particular sampling method wa~ chosen as the 
total population .consisted of .community.:..based 
rehabilitation worker~ and trainers respectively 
employed by South. African Christian.Leadership 
Assembly Health Project and Cape Mental Health. 
The primary source of data collection was in two 
phases, i.e. the interview schedule and the_ 
s.elf-admln.istered questionnaire.· . The researche·r 
··was assisted by an interpreter while co_nducting the 
interview schedule as the majority of community-
based rehabilitation workers were Xhosa speaking •. 
The limitations and difficultie~ of the study have 
been outlined to ensure· that the results ·which are 
to be presented are evaluated and assessed within 





PRESENTATION OF THE RESULTS 
5.1 INTRODUCTION 
The presentation of the results will be discussed 
according to the two phases, i.e. Phase 1 -
Interview Schedule administered to the 
community.-based rehabilitation workers and Phase 2 
- Self-Administered Questionnaire completed by the 
trainers. In phase 2, T.l and T.2 mentioned in the 
tables respectively refers to Trainer I (South 
African Christian Leadership Assembly Health 
Project) and Trainer 2 (Cape Mental Health 
Society). 
Most of the data presented in these two phases 
would be presented in a descriptive manner due to 
the nature of this study and the 
explora~ive-descriptive methodology used. 
Information or data obtained from the total 
population of community-based renabilitation 
workers and trainers employed at South African 
Christian Leadership Assembly Health Project and 
Cape Mental Health Society will not be presented 
separately, i.e. according t~ the organisations, as 
this is not a comparative study. Certain 




5.2 RESULTS OBTAINED FROM THE INTERVIEW SCHEDPLE ~ 
The following represents the results obtained from . 
the· intervie~ schedule administered to the trainees. ""' 
5.2.1 IDENTIFYING DATA 
TABLE 1 - IDENTIFYING DATA OF THE TRAINEES 
Marital status (Age Group) 
Age in Single Married Divorced Widowed Total. ·Per-
Yrs centa9e 
.21-25 1 1 12, 5'. 
26-30 1 1 12,5 
31-35 1 ' 3 4 50 
36-40 1 1 12, 5, 
41-.45 
46-50_ 1 1 - 1.2, 5 
Total 2 5 1 8 
Marital 
Status 
Percentage . 25 62,5 12, 5· 100 •' 
Marital 
Status 
The total population of train·ees ( 6) were female, of 
w~fch .six were employed by South African Christian . 
Leadership Assembly .Health Project while the other 
two were.employed at cape Mental Health Society. The 
majority (62,5%) are married and 50% were within the 
age group 31 - 35 years. 
87 ;5% of community-based rehabilitation wo.rkers 




Six community-based rehabilitation workers were 
trained by the trainer at South African Christian 
Leadership Assembly Health Project while the other 
two were trained by the voluntary trainer at Cape 
Mental Health Society. 
EDUCATIONAL LEVEL 
TABLE 2 - EDUCATIONAL LEVEL OF THE COMMUNITY-BASED 
REHABILITATION WORKERS 
standard of Education Total Percentage 
No Education - -
Primary School education - -
Sub A - -
Sub B - -
Std.1 - -
Std.2 1 12,5 
Std.3 - -
Std.4 - -
Std.5 2 25 
Secondary School education - -
Std.6 2 25 
Std.7 1 12,5 
Std.8 1 12,5 
Std.9 - -
Std.10 1 12,5 
Tertiary education - -







The educational levels of the community-based 
rehabilitation workers fell within a broad range 
with no significant score. The lowest level of 
education was Standard_2 while the highest was 
matric. Of the total population of community-based 
rehabilitation workers, 37,5% had some level of 
primary school education while 62,5% had obtained 
some level of high school education. 
None of the community-based rehabilitation workers 
had any tertiary education. One community-based 
rehabilitation worker is presently reading for her 
B A degree~ 
DESCRIPTION OF THE SPECIFIC PROJECTS ENGAGED IN 
TABLE 3 - A DESCRIPTIVE ANALYSIS - DESCRIPTION OF 
THE PROJECTS CURRENTLY ENGAGED IN 
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It appears that,the description of activities arid 
tasks ,gi:ven by the -total population. of community-
based ·rehabilitation workers has significant 
similarities. 
·EXPERIENCE IN THE FIELD OF MENTAL HANDICAP 
Seventy five percent (75%) o~ the total population 
of community-based rehabilitation workers had no 
experience in the field of mental handicap before · 
their employment in the present project. 
The· other .25% had experience by virtue of the f·act 
that they were mothers of handicapped children. 
These community-based rehabilitation workers 
indicated that the previous knowledge gained 
through personal experience assisted them to have a 
better understanding of the concepts whilst 
undergoing training for the present project. 
It is significant that the total population (100%) 
of the cominunity-:based rehabilitation workers had 
. no formal training as . co~U:ni ty-based . 
tehabili tation. work"ers. before being employed in th·e 
p~es~nt ~rpjects. 
TRAINING PERIODS FOR THE SPECIFIC PROJECTS 
The majority of community-based rehabilitation 
workers employed by the South African Christian 
Leadership Assembly Health Project received one 
month intensive training followed by ongoing on.-
the-job training. Three· of these commtinity-bas~d 
rehabi li tat ion. 'workers were contented with . the.· one 
month training period offe~ed·and~felt this was · 
sufficient, while two community-based-
re.habilitation workers· indicated that the one month 
was insufficient. They sugges~ed three- months-
intensi ve training as ~n alternative. The other 
(one) ·community-based rehabilitation worker 





The two community-based rehabilitation workers 
employed at cape Mental Health Society received 
training once per week since their involvement with 
their projects and suggested alternative training 
periods, i.e. blocks of three months followed by 
ongoing weekly training. 
It appears that 50% of the total population of 
community-based rehabilitation workers suggested 
longer periods than the ones to which they were 
exposed to. 
PLACE AND ENVIRONMENT IN WHICH TRAINING TOOK PLACE 
The community-based rehabilitation workers employed 
by the South African Christian Leadership Assembly 
Health Project were trained in the village in the 
home of a community-based rehabilitation worker and 
once at a hospital. All agreed that these were 
good training venues. 
The two community-based rehabilitation workers who 
obtained training at cape Mental Health Society 
noted that training received within an office 
environment was a poor place for training but rated 
the training within the confines of the project as 
good. 
All (100%) of the community-based rehabilitation 
workers agreed that it would have been preferable 
if other places were also chosen for training. 
some of the suggestions given for an alternative 
training environment were :-
5.2.6.1 observational visits to hospitals. 
5.2.6.2 more training within the confines of the project, 
as these are the children with whom they are meant 
to work. It would also help with identification of 
various handicaps. 
5.2.6.3 visits to other community-based rehabilitation 
centres providing care for the mentally 
handicapped. 
5.2.6.4 training within the home of the mentally 
handicapped. 
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5.2.7 INCLUSION IN THE PLANNING AND FEEDBACK OF THE 
TRAINING PROGRAMME 
TABLE 4 - A DESCRIPTIVE ANALYSIS OF THE 
COMMUNITY-BASED REHABILITATION WORKER'S INCLUSION 
IN THE PLANNING OF THE TRAINING PROGRAMME 
YES NO TOTAL 
Inclusion in the Planning 
of the Training Programme N ~ 0 N % N % 
Involvement in the Planning 
of the.Training Programme - - 8 100 8 100 
community-based rehabilita-
tion worker's preference to 
have been included in the 
planning of the programme 7. 87,5 1 12,5 8 100 
Opportunities given to the 
community-ba$ed rehabili-
tation worker to give 
feedback & evaluate the 
training 6 75 2 25 8 100 
Were the suggestions given 
by the community-based 
rehabilitation workers 
considered 6 75 2 25 8 100 
It appears from the analysis that all (100%) of the 
community-based rehabilitation workers were not 
included or involved in the planning of the 
training programmes. 87.5 percent indicated that 
they would have pref erred to have been included in 
the ~lanning while only 12i5 percent disagreed. 75 
percent mentioned that even though they were not 
included in the planning, suggestions or comments 









5. 2. 8 ."6 
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THE COMMUNITY-BASED REHABILITATION WORKER'S 
KNOWLEDGE OF THE OBJECTIVES FOR _HIS/HER TRAINING 
. ' 
Seventy ·five percent of the community-based · . 
rehabilitation workers indicated that they were. 
aware of the objectives and knew what they were 
·.meant to learn from the course while the other 25 
percent note.d that· they were not aware. 
Those who expressed an awareness of the objectives. 
of the trainin~~ lis~ these as follows: 
. . 
understanding the causes of disabilities 
6aring for disabled childien 
to help,· advise and support.mothers. of disabled 
children· 
to relieve mothers 
to assist with stimulation exercises 
reach out and make contact with mothers of 
disabled children 
5;2.8.7 to 'understand.th~ environment in· which the mentally 
handicapped child lives 
5.2.8.8 .. how to _plan a pro'gramme at the project 
The ·25% of community-based rehabilltation workers 
who indicated that they_ wer~ not aware·of the 
objects, highlighted that they· would have preferred 
to know. They noted that if they had known what 
the objectives were, they ·would have understood 





5.2.9 COURSE CONTENT AND AREAS· FOCUSED ON 
I. 
' 
The .areas pf learning (course content) which were . 
focused c,n by the two organisations.were listed by 
the community-based rehabili.tation workers as 
follows :-
TABLE 5 - A DESCRIPTIVE .REPRESENTATION OF.THE 
COURSE CONTENT 
COURSE CbNTENT 
SACLA HEALTH PROJECT 
1. measuring of head 
. circumference 
2. ~itti.ng _of the mentally 
handicapped child 
3. feeding 
4. bliridn~ss & d~afrie~s 
5. walking a blind person 
6. causes .ot spina bifida 
7. :causes ~f polio 
a. causes of.stroke 
9. mental handicap 
10. assisting a wheelchair 
person 
11. studying the skeleton-. 
12. weighing of children & 
re'ading of weight charts 
13. downs syndrome 
14. spast~c children 
15. stimulating •xercise & 
pl_ay 
16.· prevention of disablement ' 
duri'ng pregnancy 
17. · hydocephalus 
18. immunisation 
19. love & general care 
CAPE MENTAL HEALTH SOCIETY 
· 1. community development 
- different project~ in 
the community 
2. nutrition . 
3. causes of mental 
handicap 







·9. development of a 6hild. 





exercises and play 
12.-management of a 
project 
13. reach:out & home 
visits 
I 
.All (100%) of the community-based rehabilitation 
workers highlighted that .. the cours~ cont.erit taught 
was helpful ii assisti~g.them fulfii. th~ir tasks.· 
They indicated that what was 'taught helped them in .. ·c· .. · I 
the following functions, i.e. 
' 
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- feeding disabled children 
- sitting disabled children 
- diagnosing & immediately identifying the 
disability 
- how to manage stroke patients 
- advice regarding toileting 
- treatment & prevention 
- planning & fundraising 
- basic programme implementation 
- outreach and contact with the parents 
All the community-based rehabilitation workers were 
given an opportunity ~o evaluate the overall 
content given. The following represents their 
evaluation :-
TABLE 6 - PERCENTAGE DISTRIBUTION OF THE SAMPLE -
AN EVALUATION OF OVERALL COURSE CONTENT 
Total 
Evaluation of overall 
























It appears from the overall evaluation that 87,5% 
of the community-based rehabilitation workers 
evaluated the course content as ranging from 








s .. 2_.9.8 
5.2.9.9 
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The·community-based rehabilitation workers were 
also asked whether they were given an opportunity 
to evaluate the course content and to provide 
-comments or suggestions concerriing learning needs. 
It appears that 87,5% of community-based rehabili-
tation workers were given an opportunity to 
evaluate tQe course content and were able to make a 
range of suggestions and comments. These were as 
follows :-
difficulty measuring head· circumference & weighing 
difficulty reading immunisation cards. 
difficulty walking.a blind persori 
difficulty explaining to a mother about her 
disabled child when she does not understand 
needing" more fnf orma_tion about how people. cope with 
the mentally haridicapped amidst few resources 
needing assistance with home-based care · 
·management of hyperactive and aggressive mentally 
handicapped children 
sitting positions for mentally handicapped children 
toilet training 
5.2.9.10 general care and management of the mentaliy 
han?icapped 
5.2.10 TRAINING METHODS USED 
It appears that the teaching methods commonly used · 
were formal- lectures/taiks (100%), group dis-
cussions (75%), field visits (100%), participative 
activities (75%) and the use of guest speakers 
(87,5%). 
It also appears that these were evaluated fairly 
positively by the communi~y-based rehabilitation 
workers, i.e. excellent to good. 
Alternative.training methods suggested by the 




5.2.10.2:visit to.other similar projects 
5.2.10.3 formal lectures 
5.2.10.4 workshops 
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· 5 .. 2.10.5 games 
5.2.10.6 role plays 
5.2.10.7 poetry 
5.2.10.8 and more.g~oup discussions 
5.2.11 .TRAINING MATERIALS AND AIDS 
The .data obtained indicated that the commonly used 
materi~ls arid aids were posters (75%), books 
·c100%), drawings (75%) and.f1ip~charts (75%) •. 
Other teaching aids, i.e. black boards, videos, 
. . . . . . 
cards, ·slides and props, we·re the least us_ed. 
Pos~ers, books an~ fl~p-charts were primarily rated 
as good mat~rials and aids. 
Other useful materials and aids including some 
already mentioned were sugges~ed as e~seritia~ for 
. ongoing training. These were listed as follows :-
Videos, slides·, films, photographs, black boards, 
drawings~ available resource at- the c~ntres, 
flannel boards, cards, flip criarts. 
5.2.12 NATURE AND TYPE OF SUPERVISION 
5.2.12.1 All (100%) of the community-based rehabilitation 
workers indicated that they were· receiving training 
while they were in_pr~ctice and ·a11 were supervised· 
during training on an ongoing basis •.. 
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5.2.12.2 AMOUNT OF. SUPERVISION OBTAINED 
The following table outlines the amount of 
supervision obtained and an· evaluation thereof. 
TABLE 7.- PERCENTAGE DISTRIBUTION OF SAMPLE~ 
AMOUNT OF SUPERVISION OBTAINED AND AN 
EVALUATION 
Amount of Excel- Good ·satis- Some- Un- Total 
super- lent factory what sat is-
vision weak factor~ 
.-
N % N % N % N % N % N % 
Daily 1 12,5 1 12,5 
Once per 
week 4 50 1 12,5 5 62,5 
Twioe,per 










l . 1'2,5 6 75 1 12,5 8. 10.0 
.it ~ppears from the above table. that the majority 
of community-based rehabilitation workers were 
supervised once per week (62,5%). 75%.of the 
community-based rehabilitation workers evaluated 
the amount devoted to supervision as good. 
Eighty-seven, five percent of the community-based 
rehabili ta ti on workers· noted that they· .were 
satisfied with the amount of supervision obtained. 
This in.eluded conrinuni ty-based rehabilitation 
workers who obtained supervision daily, once per 
week ·and twic~ per week. 
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The community-based rehabilitation workers who had 
the least experience indicated that the supervision 
obtained once per week was insufficient. 
5.2.12.3 THE METHOD OF SUPERVISION USED 
It appears from the data obtained that individual 
supervision (100%), group supervision (87,5%) and 
case studies (75%) were commonly used as methods of 
supervision. 
Of interest, 50% who received group supervision 
rated it as a satisfactory to somewhat weak method. 
Individual supervision and case studies were 
evaluated by the majority as an excellent to good 
method. 
The least used methods were role plays, sitting-in 
and observing, coaching, i.e., from behind the 
one-way mirror, co-working in projects, peer 
supervision and audiotape and video recordings. 











TABLE 8 - PERCENTAGE DISTRIBUTION OF THE SAMPLE 
N 
- AN EVALUATION OF THE TYPE OF SUPERVISION 
OBTAINED 
Excel- Good Sat is- Some- Un- Total 
lent f ac- what satis-
tory weak f ac-
tory 
% N % N % N % N % N % 
5 62.5 3 37.5 8 100 
4 50 4' 50 8 100 






It· appears that al.1 c_ommuni ty-based rehabilitation 
workers r~ceived_ administrative, supportive a~d 
educational supervision. They evaluated the type 
bf ·supervision between excellent and gdod. 
SUGGESTIONS AND RECOMMENDATIONS GIVEN BY THE 
COMMUNITY-BASED REHABILITATION WORKERS .. TO IMPROVE 
TRAINING 
The responses given by the majority of 
-community-based rehabilitation workers were iisted 
as follows :-
5.2.13.l increase the length.of training_ 
5.2.13.2 more ·training within the project where the 
community-based rehabilitation workers are expected 
to work and·where·the reality of the children's 
disabilities could be confrorite~ . . .. 
5.2.13.3 more-creative methods and materials should be.used 
5. 2 .13. 4 mothers of disabled children should also be e·xposed 
to some.training 
5.2.13.5 community-:based rehabilitation workers should be 
given more dpportunities to be involved in.the 
planning of the training prog~ammes and to give 
· feedback 
5.2.13.6 a willingness and need to meet with other 
community-based rehabilitation workers to discuss 
project-and-training related difficulties 
5. 2 .13. 7 to arrange workshops·· for education pu.rposes · 
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5.3 RESULTS OBTAINED FROM THE SELF-ADMINISTERED 
QUESTIONNAIRE GIVEN TO .TRAINERS 
5.3.1 
5.3.2 
The following represents data obtained from the 
self-administered questi6nnaire completed by the 
trainers. 
IDENTIFYING DATA 
The following dat~ indicates the identifying 
information obtained from the trainers. 
AGE, HOME LANGUAGE AND PLACE OF RESIDENCE 
The age . of the two f emal_e respondents ranged 
between age 3p - 47 years. Their home language is 
pred_ominantly English and. they live respectively in 
the southern Suburbs of Observatory and Rosebank. 
ORGANISATION EMPLOYED AT AND PERIO_D ·OF· EMPLOYMENT 
OF TRAINER IN THE PRESENT PROJECT 
The one trainer has been employed in a voluntary 
··capacity as a trainer at Cape Mental Heal th Society· 
since Juiy 198~ an~_is still in the employ oi the 
organisation. The other has. been.employed at south 
·. African Chris.ti an Leadership Assembly Heal th . 
Project as a trainer since 1988 and· is still 
in. their employ. 
EDUCATIONAL LEVEL AND QUALIFI~_AT~ONS OF THE TRAINER 
Both trainers obtained matriculation and progressed 
to complete their tertiary education. Both .· 
completed a degree course which was followed by 
further education. Their qualifications are as 
follows :-
Trainer 1 (South African Christian Leadership 
Assembly. Health Project) has thefollC?wing 
qualifications: 
Batchelor of Science (Physiotherapy) degree and 
The Bobath Adult·Hemiplegia Course in London 
('1984). 
Trainer 2 (Cape Mental Health society) has the 
following qualifications: 
5.3.4 
B.A. ·Degree - 1963 
Barkly House - Pre-primary Diploma (1964) 
Diploma in Special Education (1982) : and 
Phychology I, II and III (1986-1988) 
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The trainers were respectively extensi~ely trained 
·in the fields of physiotherapy and education. 
Neither had any formal education in community-
based rehabili.tation or t:r:ainihg as educators of 
cornmuni ty-based. rehabilitation workers·. 
COMMUNITY INVOLVEMENT AND EXPERIENCE IN THE FIELD 
OF MENTAL HANDICAP 
Both trainers have extensive experience in the 
field of mental handicap. 
Trainer 1 (South African Christian Leadership 
. . 
Assembly Health Project) has considerable 
.expe:rience which.was.'obtairied through her 
employment at the neurology and neurosurgery 
departments, Groote Schuur. Hospital.' Royal· ~ree . · 
Hospital_, London and in south African Chris_tian 
Lea~ership Assembly Health Projects, cape Town 
since 1985. 
Trainer 2 (Cape Mental Health Society) aiso has 
extensive experience in the field of rnenta1 
_handicap as a teacher at Vera School for·Austistic 
Children and as principal of Bel Porto School For 
Specialized Education for physicially and mentally 
handicapped children from 1980 - 1990~ 
Both ~gre·ed that their experie.nce was· usefµl in 
their roles as trainers of community-based 
rehabilitation workers. They identified that the 
experience helped in the practical imple~entation 
of ~~chniques, practical application~ teachirtg and 
the development of administrative structures 
through observation of others who were more 
experienced. 
An analysis of the trainers' .invol vemerit wi t;h 
community-based organisation and activities 
revealed that·:..;._ 
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Trainer 1 (South African Christian Leadership 
Assembly Health Project) h~d previous experience 
and involvement in progressive community 
·. organisations, i.e. , United Women's Orga·nisation 
and the United Democratic Front. Trainer 2 (Cape 
Mental Health Society) had.been·mainly involved on 
committee level at a convention~l social work 
organisation which is primarily community -
orientated. 
5.3.5 A DESCRIPTION· OF THE PROJECTS AND FUNCTIONS 
5.3.5.1 A DESCRIPTION OF THE PROJECT/S WITH WHICH THE 
TRAINERS WERE ASSOCIATED 
TABLE 9 - A DECRIPTIVE PRESENTATION : 
PROJECT/S WITH WHICH THE TRAINERS HAVE 
BEEN ASSo'CIATED 
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Table 9 outlines the nu~ber of community-based 
rehabilitation workers trained by each trainer in 
the ·various projects and area·s of operation which 
are mostly in underprivileged,· deprived communities 
in the Western Cape. 
5.3.5.2 DESCRIPTION.OF THE.FUNCTION OF THE COMMUNITY-BASED 
REHABILITATION WORKERS FOR EACH .OF THE PROJECTS. 
LISTED 
The functions of the community-based rehabilitation 
workers employed at Imi2am6 Yethu Special Care 
Project and .Ethembeni Special C_are Project, Cape 
Mental Health Society are:-
i group leader of the special care project 
ii . pra.ctical _involvement at the centre 
·iii home. visits and outreach 
iv co-ordinating, screening and admission of children 
v recoid keeping 
vi parent ·projects 
vii training of a~sistants . 






The following are functions·. of the cominuni ty-based 
rehabilitation workers employed at the South 
African Christian Leadership Assembly Health . . 
Project. 
The community-based rehabi°litation workers employed 
at the South African Christian Leadership Assembly 
Health Project are involved in the following:-
home visits ahd support to families of disabled 
people 
exercises and stimulation games to facilitate 
dev_elopment and prevent the condi t_ion deteriorating 
visits. to creches and homes to do screening as the 
. community~based rehabilitation worker is usually 
·the first person to collie-into contact with the· 
disabled/han~icapped 6hiid · 
Primary health care_skills and functions 
- to read immunisation .. cards 
- check growth and weight 
nutr.ition 





· - v knpwledge of grarits and p~nsions 
vi - where to refer people who are in need of medica-1 
5.3.6 
-arid social servi6es 
. . . 
TRAINING PERIOD/S USED . 
. . 
Trainer 1 -_(South African Chrisfian Leadership 
Assembly Health Project) commenced. the training 
with an initial 2 - 4 week block training period 
which was followed by weekly input. 
~rainer 2 - (Cape Mental Health society) used 
train.lng periods· of one or . ~wo days per_· week. Both 
trainers rated the one. or two days per week as'. -
primarily satis·factory to somewhat weak, while the 
init{~l block training~period used bi ~he soufh 
- · African Christian Leadership Assembly Health 
. Projec_t was rated as good. 
The trainer at Cape Mental H~alth ~ociety indicated 
th~t she would'h~ve prei~rre~ lengthi'r training 
periods but ·was prevented from doing so due to her 
. i·imi ted. hours .. · 
5.3.7 
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PLACE AND ENVIRONMENT IN WHICH TRAINING TQOK PLACE 
A combination of venues were used by Trainer 1 -
(South African Christian Leadership Assembly Health 
ProjE!·ct). These included traihi~g at_ the home of 
the mentally handicapped, hospital, confines of the 
project and at a uriiver~ity .. ~rainer 2 - (tape 
Mental H~alth Society) also .used various venues for 
training. These included training within the 
·confines of the project and the premises of Cape 
Mental Health Society. 
Trainer 1 ~ (South African Christian Le~dership 
Assembly Health Project) felt that ·the places which 
she used for training were adequate and therefore 
did not feel that it would have been better if 
other places ·were chosen. She felt.that even though 
the homes of the .·mentally handicapped were crowded, 
the community-based rehabilitation workers learn.t 
to adapt techniques to.the nature of .the houses. 
Trainer 2 - (Cape Mental Health Society) felt it 
would have be~n better if other places. such as home· 
- based training was considered. 
5.3.8 
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INCLUSION OF THE COMMUNITY-BASED REHABILITATION , . . . . 
WORKERS IN THE PLANNING OF_ THE TRAINING PROGRAMME . 
TABLE 10 INCLUSION OF THE COMMUNITY-BASED 
REHABILITATION WORKERS' IN T~E PLANNING 
OF THE TRAINING PROGRAMME 
Yes 'No 




workers in the planning 




workers to give feedback. 
and evaluate x x 
.were the suggestions of 
the community-based 
rehabilitation workers 
considered x x 
Both trainers indiCated that they felt that they 
included the community-based rehabilitation workers 
in the plannin9 of the training programme. One 
·trainer indicated that the reasons f-or this were 
that many community-based-rehabilitation .workers 
were themselves mothers of handicapped children and· 
·knew more than arty outsider about needs and 
problems. 
The·trainers indicated that all community-based 
rehabilitation workers trained' _were given an 
opportunity to give feedback and evaluate their 




5 . 3 . 9 . THE TRAINERS' OUTLINE OF THE OBJECTIVES OF THE 
TRAINING PROGRAMME 
5.3.9.1 Trainer· 1 -:- (South African Christian· Leadership 
A Assembly Health Project) outlined t~e broad 
objectives of ~he training course as follows:-
i To empower the community-based rehabilitation 
workers as mothers of handicapped children to take 
re~~orisibilit~ for their children and their 
future. To facilitate other mothers to do this. 
Having hopefully gained confidence in this area, 
they ~ill have ~he confiderice to articulate the 
problems of the. disabled in the co~munity, the-
community's problems and needs and also to play a 
part in working out a solution .. 
ii To help disabled people and their families by 
working together with them to discover easier ways 
of coping and to facilitate their access to 
hospitals, social· workers, .etc., 
B The short-term objecti~e~· of the t~aining course 
were listed as follows :-
i To teach the community-based rehabilitation workers 
basic primary health care skills 
ii To teach the community-based rehabilitation workers 
the common disabilities - how these are caused and· 
how they can be prevented 
iii To teach the.community-based rehabilitation workers 
·how to recognise the problems caused by a handicap, 
and how to facilitate improvement and.prevent 
complications 
iv To encourage community-based rehabili_tatiori workers 
to teach the families how to care for the disabled 
person so that they reach their maximum potential 
v To encourage community-based rehabilitation workers 
to be a support to families of disabled people and 
disabled people themselves 
vi · To teach the conimunity-based rehaQilitation wo~~ers 
what is available in terms of grants, welfare 
assistance, etc. 
vii To teach the community-based .rehabilitation·. workers . 




5.3.9.2 .Trainer 2 -.(Cape Mental H~alth society) otitlined 
A the broad objective~ 6i ~~eir training co~rse. as :-
i Prdvi~ion 6f information o~ mental handic~p 
ii Hands-on training for.parents of mentally 
han~icapped children 
. . 
iii Hands-on training of the community-based 
rehabilitation worker 
iv Creation of a. programme 
v Creation of stru6tures for the group, e.g.~ 
B 
daily timetables 
- fortnightly planning 
- evaluation of qhildren . 
- group control_ by using the assistants in the most. 
profitable way 
The short-term objectives of the training course · 
were listed as follows :-
Helping the community-based rehabilitation worker 
to gain in~ight into the care and education of 
handicapped people with specific_goals focusing on 
programme pla:nning ~ 
Both Trainer 1 - (south African Christian 
Leadership Assembly Health Project) arid Trainer 2 
(Cape Mental Health society)· .indicated that the 
community-based rehabilitation workers whom. they 
trained were aware of the training ojectives. They 
noted that the community-based_re~ab1litation 
workers knowledge of ·the training objectives 
assisted t~em in their training~ 
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THEORETICAL MODELS CONSIDERED IN THE TRAINING 
Trainer 1 - (Sbuth African Christian Leadership 
Assembly Health Project) based her training on 
particular training models. These models were 
based on :-
- . 
A. Experienced-based Participatory Learning which 
starts where the learners are at. This model takes 
into account the social and cultural understanding 
of disease and handicap. 
B. Problem-Orientated Training, i.e~, to observe and 
identify problems and.how to solve them. These 
models concentrated on active rather than passive 
learning. 
The advantages and disadvantages of the theoretical 
· model used were listed by the above trainer. 
The-advantages of the experienced-based 
participatory learning model which incorporated a 
problem~orientated perspective were as follows :-
i Increases self-confidence because mothers of 
handicapped children can pick-up through 
observation 
ii Problem-solving is very applicable·, because it 
could be adapted to different individuals in 
different sit~ations 
iii Experienced-based learning is useful as each mother 
has a wealth of experience due to her own 
experiences with her handicapped child. 
iv People can work out their own limitations and refer 
to appropriately. 
v Increases confidences of community-based 
rehabilitation workers as they always discover that 
they know more than they think they know 
The disadvantages of these models were listed as :-
In these models the trainer needs to be very clear 
and concise otherwise the trainer may lose 
direction and orientation regarding the purpose for 
training. 
Trainer 2 - (Cape Mental Health Society) did not 
us.e any particular model for training~ 
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5 . 3 .. 11 . TRAINERS'· DESCRIPTION AND EVALUATIO.N OF COURSE 
CONTENT 
... 5 • 3 . 11 • 1 DESCRIPTION OF THE COURSE. CONTENT 
i 
.Trainer 1 - ·(South African Christian Leadership. 
Assembly Health Project) listed the course content 
as ·follows :-
HEALTH IN THE COMMUNITY 
A~· Handicap and the community 
B. Nutrition and malnutrition 
c. Breast feeding 
D. Immunisation 
E. Oral r~hyd~ation 
ii NORMAL BODY FUNCTIONS 
A. The skeleton and movement 
B. Normal movement of the joints 
c. Normal ·development 
D. ·Growth and weight of children · 
·iii CONDITIONS AND TREATMENT 
A. ce~ebral Palsy 
B. Downs Syndrome 
c. Mental Handicap 
D. Hydrocephalus 





J. Spinal cord injuries 
K. Ainputations 
iv MANAGEMENT OF PATIENTS 
A. Assessment and recording 
B. Fits 
c. Contractures 
D. Pressure sores 
E. Urine and bowel management 
F. Chest infect1ons 
G. Feedin~ children with cerebral palsy 
H. Toy making workshop 
I. Welfare assistance 
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Trainer 2 - (Cape Mental Health Society) outlined 
the dourse dontent as f6llows :-
; 
The course content·was described as a "first-aid" 
operation, as information ~nd support were.given on 
many fronts, i.e. educational~ administration, 
practical and social/emotional. 
She noted that during the time she was employed in 
a voluntary capacity, none of these areas were 
expl6red in great depth. 
5.3.11.2 AN EVALUATION OF THE COURSE CONTENT 
Both trainers considered that from the time that 
the communitY:~based rehabilitation workers became 
involved in their projects, the course content 
taught at times assisted.them, while on other 
occasions it was meaningless. 
Traine:r: 1 - (South African Christian Leadership 
Assembly•Health Project) and Trainer.2 - (Cape 
Mental Health Society) indicated that the course 
as'sisted the community-based rehabilitation workers 
\ . . . . 
on a practical level with tasks and 
problem~solving. 
·They further outlined that the content taught was 
not helpful to the community-based rehabilitation 









Trainer 1 - (South ifrican thristian Leadership 
Assembly Health Project) noted that community-based 
rehabilitation workers still continued to have 
difficulty in screening techniques. There was also 
an inability to extend int~rv~ritive skills beyond 
the home visits done to the mentally _handicapped. 
Trainer 2 (Cape Mental ·Heal th Society) added that 
the community-based rehabi_li tation workers still· 
had difficulty in the transfer of skills._ They _ 
continued to have difficulties in constructive 
planning and maintaining structures. The trainer 
mentioned that difficulties in the above lead to 
gaps in communication and breakdown in group 
programmes. 
The trainers evaluated the overall content 
presented as :-
TABLE 11 - TRAINERS' EVALUATION OF OVERALL CONTENT 
PRESENTED 
Evaluatory Comments Trainer 1 Trainer 2 
Too sophisticated x 
Too simplistic 
Excellent 





Trainer 1 - (South African Christian Leadership 
Assembly Health Project) who employed the 
experienced-based participatory learning models 
evaluated the overall content presented as good 
while Trainer 2 - (Cape Mental Health Society) gave 
a range of evaluatory comments. 
Trainer 1 - (South African Christian Leadership 
Assembly Health Project) noted that the overall 
content was appropriate because the organisation 
had workers in the area for eighteen months before 










Trairier 2 - (Cape Mental Health Society) noted that 
she needed more experience in how and what to 
present in a course presented to community-based 
rehabilitation workers. An additional difficulty 
was related to the fact that her contact was on an 
intermittent and emergency nature as ··she was 
engaged in a voluntary capacity; 
The trainers gave an outline of what could be 
included in the course if ~iven an 6pp6rtunity to 
res.tructure the course content. 
Trainer 1 - (South African Christian Leadership 
Assembly Health Project) noted t:hat she would like 
to make a few additions, namely :-
Using ice~breakers as part of the introduction (1 
day) 
Visiting of 10 houses of the disabled in the aiea 
and then vfsitirig 2 houses·with disabled who are 
known.· This will enable them to get a feel of 
.commtini ty work ( 2 days) 
.Trcainer 2 - (Cape Mental Health So~iety)· indicated 
that she would include the following :-
Physiological/medical aspects of mental handicap 
Practical course work 
Planning and programming 
Team work - how to work well with other team 
members 
H6w to initiate contact with parents 
Discussions - joint problem-saving 
Both trainers indicated that the community-based 
rehabilitation· workers were also given an 
opportunity to evaluate the course and had 
considered and included the suggestions made. 
Trainer 1 "."" (south African Christian Lea.dership 
Assembly Heal th Project) used. an e·valuatory system 
which allowed for evaluations at the end of 
a presentation or ·at the end of each week. The 
reason for allowing the community-based 
rehabilitation workers to evaluate the overall 
course content was aimed at assisting the trainer 
to respond .to views expressed. 
. I 
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5.3.12 TRAINING METHODS USED 
TABLE 12 - A DESCRIPTIVE PRESENTATION OF TRAIN.ING 
METHO.DS USED 
Training. Excel- Good Sat is- Some- Un-
Methods lent factory what satis-
weak factory . 
. . 




discussions ·IX x 
Field-





experiments x x 
. Observational. x x 
Workshop x 
' ' 




and hospitals. x .' 
Both trainers agreed that other training method/s 
c6Uld have' been considered when taking the 
' . . . . . . 
·background of the community-based rehabilitation 
workers in:to consideration. 
The suggestions given were :--
T2 
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i more role plays 
ii working for short periods- alongside and with the 
-trainer with careful evaluation at the" end of each 
period. 
5.3.13- TRAINING MATERIALS OR AIDS 
TABLE 13 - A DESCRIPTIVE PRESENTATION OF TRAINING 
MATERIALS OR AIDS USED 
Training Excel- Good sat is- Some- Un-
Materials & Aids lent factory what sat is-
weak· factory· 






Cards x x 
Slides 
Photos 











Both trainers agreed that.books were a somewhat 
weak teaching aid.to use while cards, drawings. and 
posters were satisfactory materials.· Newsprint. and 
flip-files were considered good while practicals. 
were rated as excellent. 
Trainer 2 -. (-Cape Mental Heal th Society)' who was 
·employed in a voluntary capacity rioted that she 
would have used more of the above teaching aids if 
she· had had·more time. 
NATURE AND TYPE OF SUPERVISION 
5.3~14.1 Both trainers indicated that community~based 
rehabilitation workers.were. supervised. At the 
south African Christian L~adership Assembly Health· 
Project the community-based rehabilitation workers 
were supervised by the trai·ner, while the 
community .... based rehabilitation wor~ers at Cape . 
Mental .Heal th Society were supervised. by both the 
trainer·and another supervisor (sodial worker). 
The community-based reh~bilitation workers at both· 
organisations' ·were ~upervised during training and 
practise. 
In both sit~ations; the. community-based 
rehabilitation workers received weekly supervision. 
Both trainers indicated that they ~ere ·satisfied 
with the weekly supervis±"on which ·they prov.ide.d ~ 
. I 
'· .' .. ~. 
. . 
. ~~ . 
·/·' 
. . i 
.' _, . . ~ 
.. ,. ··, \-•' ' : 
"t .• 
•"i '" ' • '"f' . ,~ 
'': . .. ~ 
. ... .... . ~. . . . . ' I 
PAGE 103 . 
5.3.14.2 METHOD/S OF SUPERVISION USED 
TABLE 14 - A DESCRI~TIVE ANALYSIS OF THE METHOD/S 
OF SUPERVISION USED 
supervision . Excel- Good sat is- . SOii.le- ·Un-
Method/s used lent factory what sat is-
weak factory 
Tl T2 Tl T2. Tl, T2 Tl T2 Tl T2 
Individual ·x x 
sessions 
Group x 
Role Plays I 
Case studies x 
· - .case notes,ie I 
· process· or 
progre$S 
Sitting in & x x 
observing 
Audiotape & 
video re<:;:ordings .. 
coaching · 





Both trainers used individual sessions, sitting-in 
and observing and co-working in projects, as 
methods of supervision and.rated these as good. 
Group supervision and case studies were rated as 
somewhat weak and unsatisfactory methods. 
" . ~· ,.• .,· . ·'. : . 
·' . 
. I . 





TABLE 16 A DESCRIPTIVE_ PRESENTATION- AN 
EVALUATION OF THE TYPE OF SUPERVISION PROVIDED 
Type of super- Excel- Good Sat is- Some- Un-. 
vision provided - . lent factory· - what _ satis-
·weak factory 









ie being able 
' to discuss 











Both trainers evaluated their educational 




- administrative supervision ~nd support were areas 
which they felt required more. attention,.-
T2 
5~3.15 ADDITIONAL SUGGESTIONS AND RECOMMENDATIONS GIVEN BY 
THE TRAINERS TO_ IMPROVE THE TRAINING OF THE 
-_ COMMUNITY~BASED REHABILITATION -WORKERS IN THEIR 
FUNCTIONS 
Besides the suggestions and recommendations already 
mentioned, the-trainers felt that the following 
would also assist to-improve training, i.e.· 
-
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:TRAINER 1 - SOUTH AFRICAN CHRISTIAN LEADERSHIP 
ASSEMBLY HEALTH PROJECT 
More time is required for the trainer to organise 
on9oing training, workshops, and administrative 
functions. Trainers are often too busy t_o ensure 
that these are all working well .. 
TRAINER 2 - CAPE MENTAL HEALTH SOCIE'l'.Y 
A carefully str_uctured course ·_should be 
developed which focuses on training _and home based 
aspects of the mentally handicapped to provide a 
clear, portable and practical foundation. 
5.4 CONCLUSION 
This chap~er has concentrated on the presentation 
of the findings. All significant data will be 
discussed in the following chapter in which 
final conclusions were b~ cl~rified. 
Th~ discrepencies in the information obtained from 
the community-based rehabilitation workers as 
compared tq the data obtained from the trainers 




DISCUSSION OF THE FINDINGS 
6.1 INTRODUCTION 
I~ this fi!lal chapter, the significant results and 
· conclusions will be ·discussed and compared with 
other authors in this field. 
Areas for future research will be highlighted while 
practical recommendations will be provided to 
hopefully assist-with the future training of 
community-based rehabilitation workers.in the field 
of the mental handicapped~· 
The dis~ussion of the ·findings wiil be discussed 
·under the broad headings used respectively in both 
phases o{ the interview schedule and the· 
. self-administered questionnaire. 
6.2 DISCUSSION OF THE FINDINGS 
6.2.1 IDENTIFYING DATA: 
The total population of coinmunity-:-based 
rehabilitation workers are Xhosa.spe~king females 
of whom 75% have an average age range of 21 - 35 · · 
years. 
·The majority live in the community where the 
projects are based. Werner, D and Bowe.r, B ( 1987) 
assert that it is best if training and work· take 
. place under conditions>:whi~l) a:r::e f~miliar to. · 
.community-based rehabilitation workers and where 
they would be expected to practice solving 
problems.· 
All community-based rehabilitation workers are 
functionally literate. The ·educational.level of 
the community-based·rehabilitation workers is of, 
paramount importance as it has implications for 
understanding and conceptualising the information 
presented.·· It also has· implications for the manner 
in which the training is provided. 
6.2.2 
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The two female trainer~ are predominantly English 
speaking and bpth live outside the area of project 
operation·. 
Both are well _qu~lif ied and res~ectively 
~xt~nsively trained in physiotherapy and in 
education. · Even though their experience and 
_profession~l backgrounds were useful, neither had 
any formal- training to· equip them as.trainers.of 
community-based rehabilitation workers in 
community-based.settings. Pangalangan, E and De 
Guzman, L (1980:54) recommend that,· 
"For a s:tart a school could consider the 
organisation of a continuing educational 
programme for social work graduates engaged in 
paraprofessional training so as to equip them 
with_ ~he necessary competence in the field. 
such an action would require that the schools 
. first prepare the trainers of ·paraprofessionais· 
before they can-effectively engage in 
paraprofessional training." 
They added that even though training institutions 
may not·· be directly invofved · in, training · 
community,;...based rehabilitation workers, they may 
produce trainers. This may also require that 
faculty members obtain training in this field. 
Lund, F. L. ( 1_987) ·found that project leaders. at 
Health care Trust and care Projects who 
:respectively ha_ve communi_ty-based projects in Cala 
and Gazankulu noted that they would introduce ·a 
much more.systematic and thoroughcourse·for 
trainers before recruiting community-based 
rehabilitation workers •. At present, there are no 
formalised training· courses for trainers in South 
Africa. 
DESCRIPTION OF THE SPECIFIC PROJECTS AND EXPERIENCE 
IN THE FIELD OF MENTAL HANDICAP 
The' description of the functions listed by the 
community-based rehabilitation workers for the 
different projects were surprisingly very similar. 
6.2.3 
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.The commun.i ty-based rehabilitation workers focused 
on the.description of their practical .daily 
involvement at the project while the trainers 
instead listed the overall job descriptions and 
functions. 
Of interest, the ·community-based rehabilitation 
workers at Cape Mental Health Society were, as part 
of their function, also expected to-train the 
rehabilitation assistants when they themselves 
required intensive ong6ing training to equip them 
for the tasks . 
. , 
The majority of community~based rehabilitation 
workers had no previous experience or training in 
the.field of m~ntal handicap before their. 
employment in these projects, whereas the t_rafners 
had extensive work ex~erience in the field. 
Thus, work and·training in this field was a new. 
experience for the community-based rehabilitation 
w6rkers. who required intensive educational 
assistance and guidance to equip them in their 
tasks and functions. 
TRAINING PERIODS FOR THE SPECIFIC PROJECTS . . 
The training periods employed by Cape Me.ntal Heal th 
Society were mainly once a week.. Bpth trainer· and 
trainees.were not_entirely satisfied with thi~ 
arrangement and agreed that more time was 
required. The trainees sugg~sted blocks of three 
. months f ollo"V?ed by ongoing educational input.· Th,e 
·community-based rehabil,i tation workers and trainer 
at the south African Christian Leadership Assembly 
Health Project regarded the short block of four 
weeks as ideal as long as it was followed by_ 
ongoing· t~aihin~. 
Even though the co~ordinating Committee· on 
Community Rehabilitation Education (1989) proposed 
a two ye~r period for training~ there appears to be 
no consensus amongst the various co-ordinators of ' 
.. community-based projects regarding the most 
appropriate training period. An example of this is 
seen above but also at the following projects :-
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i · At the Manguzi Community Health Project in 
Kwa-Ngwanase, ,Kwa Zulu, a three month block 
training period was used. 
ii At the Manzimahle Village Health Workers Project in 
Cala, Transkei, no initial block training was used, 
only weekly training sessions in the village. 
iii At the Elim Care Groups, El_im Hospital in 
Gazankulu, less intensive training periods are 
used. Education and train.ing is done on a broad 
community awareness level • 
6.2.4 
. Werner, D and Bowei B (1987) su~gest that village 
or community constraints of distance and location 
need to be considered. He outlines that, 
"some training eours~s are taught in one 
continuous block of time. '';('Wo.to three ·months 
is.the average length of such a course. This 
·is usually long enough ~or health workers to 
learn the basic.skiils needed for primary 
care. Yet, it is she.rt enough so that · · 
villagers with families and responsibilities at 
home can afford time away." (Werner, D & Bower, 
B, 1987: 3-10). 
They also propose other options such as short 
blocks of one - two months or weekly train~ng which 
enables the community-based rehabilitation wo~ker 
to continue their work at the project. 
PLACE AND ENVIRONMENT IN WHICH TRAINING TOOK PLACE 
The data obtained indicated that the m~jority of 
community~based.rehabilitation workers received 
their tr~ihing ·within the community in which they 
live and where the project operates. 
Alternative training venues suggested by the 
community-based rehabilitation wor~ers and on·e .. 
trainer highlighted the need for greater use of 
community-based venues, i.e., 
- home-based training in the homes of the mentally' 
handicapped . 
- .training within the confines of the project; and 
- visits to other community-based rehabilitation 






Lund, F J, (1987:66) mentions that, nstrong. 
arguments have been put forw?trd that community 
development training sh_ould ideally ·take place in 
the. prosp~ctive worker~ community." Van Rerisburg 
·(1976) has shown how dlfficuit it is for trainees 
to transfer skills learned at a training base 
situated outside the community to their particular 
home areas. 
We~ner, D and Bower, B, (1987:5-9) assert that, 
"It is best if t~aining takes place ih a 
situation clos~ to that where health workers 
will work. Closeness in distance is 
convenience. but closeness in terms of community 
setting is es~ential." 
Other projects in South Africa, such asManquzi . 
Community He~lth Project, Manzimahle_ Village Health 
Workers and those previously mentioned. all receiv.ed 
training within the community. This ·is: in keeping 
with the concept and principies of community-based 
rehabiiitation where facilities within the· . 
community and the resources of local ·people ·are 
used~. No elab<;>rate or inappropria.te buildings are 
used, making training more accessible and 
transferable. Thus, community-based training draws 
on t;h.e 'structures.and resources of the community 
and its people,· and helps to keep. training within 
the indigenous natur~_of the.community. 
It is therefore apparent that in this study the 
t'raining venues chosen for the majority of 
community-based.rehabilitation workers were 
appropriate, while few were exposed to 
inappropriate venues. 
INCLUSION IN THE-PLANNING OF THE TRAINING PROGRAMME 
AND KNOWLEDGE OF TRAINING OBJECTIVES 
There appears to be a discrepency in the results 
obtained from the community-based rehabilitation 
workers and the trainers regarding the · 
community-based rehabilitation workers inclusion in 
the planning of the training progfamme. 
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The community-based rehabilitation workers (100%) 
indicated that they were not included in the 
planning of the training programme but were given 
an opportunity to give feedback and make 
suggestions which were considered. The trainers 
disagreed and considered that the community-based 
rehabilitation workers had been included in the 
planning. One can only speculate that this 
discrepency might have been a perceptual 
mlsuriderstanding as to what inclusion meant to the 
trainers and trainees. 
Seventy-five percent of community-based 
rehabilitation workers indicated that they were 
aware of the training objectives while the other 25 
percent noted that they were not aware and would 
have preferred to know. 
Again, there was a slight discrepency in that the 
trainers of the 25 percent disagreed and noted that 
the workers were aware of the training objectives. 
The objectives for the training programme closely 
resembled those listed by the community-based 
rehabilitation workers. 
The principles of community-based rehabilitation 
emphasise the need for community-based 
rehabilitation workers' inclusion and participation 
in the planning of the training course to ensure 
that training objectives are met. The local people 
need to decide about the tr~ining needs, problems 
and objectives and how these could be met through 
participatory learning methods proposed by Freire, 
p (1972}. 
Community~based rehabilitation insists on the 
"bottom-up" approach in training. Thus, the. 
inclusion and involvement of community-based 
rehabilitation workers in the planning pha~es and 
decision-making process of the training programme 
remains an i~portant consideration if the educator 
and educatee are to have a reciprocal relationship 
as equals .. It should not be assumed that the. 
trainer has approved knowledge and that the 
community-based rehabilitation workers have none, 
due to their lack of experience. 
:,i. 
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W~rner, D and· Bbwer, B (1987). and Freire, P ·(19i2) 
insist on full parti~ipatiori and invblvement of 
community-based rehabilitation workers to allow·for· 
criticism, analysis, feedback and plans for areas 
of future learning. Trainees, instructors and the 
community together need to decide what should be 
taught. Pre-packaged training models have no 
credibility with the people as they fail to 
.consider the full dimension of cultural, political . ' ~ . . . . 
and social factors pertaining to communities. 
The community-based rehabilitation workers in this 
study clearly expressed the need for.greater 
inclusion and participation in the planning of the 
training programme; an area which they feel was 
not considere~. In considering the iiterature in 
this_ field and. the principles on which 
communi.ty-based rehabilitation are· based, it 
becomes imp~rative that community-based 
rehabilitation workers are included in planning, 
feedback, analysis artd future plans. 
6.2~6 COURSE CONTENT AND AREAS FOCUSED ON 
6.2.6.1 THEORETICAL MODELS USED.BY THE TRAINERS 
Trainer 1 - (Sout}?. African Christian Leadership 
Assembly Heal th Project) was the only 011e who· based . 
the development of her trai~ing ~n two particular 
training .models, i.e.,. experienced-based 
participatory lear~ing_model and the problem-
orientated training model. 
\ 
Both models chosen by thfs trainer highiight the 
importance of participation. The adult lear~ers' 
knowledge and experience is given importance, .and 
therefore makes allowance for the trainer and 
trainees to have equal participation in the 
learning experience. These models are guided by 
Freire, P ( 1972.) ·whose "b_ottom-up" approach· to 
adult education in~l':!ericed the principles of 
community-based rehabilitation. It is clear that 
only one organisation used a_systematicall"Y 
planned, predetermined curriculi design which was 
based on a body of theory and knowledge while· the 
trainer_ at Cape Mental He~lth:Society recognised 
that this was a limitation and recommended that a 
more structured course content and model be 
developed. 
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Austin, M J.(1978) and Button, L (1971) 
empll.asise the' need for trafningto be based on a 
body ·of: knowledge .and theor~tica1 conc.e·pts. Thus, ~ 
the.theoretical inodels "fqr training community~based · 
rehabilitation workers need to be carefully' cho'sen 
as they will guide the training etho.s and ethic(.~ 
withiri the communities. ·.It is probably one of the 
: important considerations which trainers n'eed to ' 
take cognisance of a~ this has.implications for· 
training and project development. 
6.2.6.2 COURSE CONTENT 
I . 
Tbe course content listed by the trainers arid 
trainees at the south African Christian Leadership 
Assembly Health Project were very similar .. From 
the analysis, it becomes 'clear that the trainer had 
~ivided the course content into sub-sections, i.e., 
- health in the community 
- normal body funct.ions .. 
~ condit~ons and treatment; and 
- ~anag~ment.cif patient~ 
The content taught to the trainees at Cape Mental · 
Heal~h society placed greater emphasis on.the ar~~ 
. of specialisation, i.e., mental.handicap, rather 
than the generic approach used by the south African 
Christian Leadership Assembly Health Project. 
Administration was also considered an important 
aspect in training and ·in.this respect ·differed 
from the south African Ch~istiari Leaci.ership 
Assembly Health Pro)ect. 
Once ag~in, there appears to be no consensus 
. amongst project.co-ordinators internationally or in 
·South. Africa regarding appr<?piiate · co_urs.e content. 
If one compares Appendix 7 -. curric~li for. Training · 
of ·Frontline ·workers - 3 ·models, Presented. at the . 
Proceedings of the Internati.onal Association. for . 
Schools of Social Work, Asian Regional Seminar, 
July 14-18, 1980,_Appendix 8 - co-cores Proposed 
Course Content (1988) and Appendix 9 - Proposed 
Training course for social Auxiiliary.Workers -
s A Council for ~ocial Work (1989), no 
consistencies can be seen~ 
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·The course content models presented by the 
International Association for Schools of Social 
Work place emphasis.on the a~ea of.specialisation 
rather thari the generic . . . . 
. Co...-ordinating. Committee 
Ed~cation ·cco-Core) and 
for social Work. 
approach argued for by the 
on Community Rehabilitation 
the south African council · . , 
As pre~iously discus~ed, Austin~ M .J (1978) call~ 
for a reconceptualisation of.traditional approaches 
to training due to the emerging trend towards 
comprehensive.unified human service. 
. . 
The World Health Organisation (1981) agrees, and 
emphasises comprehensive primary health care which 
focuses on 'providil'.lg promotive, preventive, 
curative and.rehabilitative functions. Major 
financial fund~rs of community-based projects 
insist on' comprehensive.care rather than focusing 
on areas of specialisation.· They b~lieve that a 
generic approach lends itself to greater 
cost-effectiveness and efficient manpower 
utilisation~ 
.The course content presented by.the two 
organisations in this ·study emphasises curative and 
rehabilitative measures, and make little provision 
in the present course content, and.th~ fictiti6us 
course content for promotive and·preventative 
work. This is also apparent in.the.trainees 
functions :and activities. If training is to move 
appropriately towards meeting -the needs of all by 
the year 2060, then gr~~t~r empha~is should b~ 
placed o~ the inclusion of promotive and preventive · 
aspects. Werner, D and Bower, .B (1987).assert that 
training courses need to be balanced in terms of 
preventive, curative, promotive and rehabilitative 
aspects. 
The course content listed by the community-based 
rehabilitation w9rkers (100%) noted that the course 
content taught was helpful in assisting the~ fulfil 
their tasks ·at the projects. Of these, 87,5% of 
the c,ommunity-based rehabilitation workers· 
evaluated the '·course content as excellent to good. 
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. ·They added that they were. given an opportunity .-to 
.evalua~e'the course content presented but the 
feedback g~ven was perceived.differently by the 
trainers and community-based 1 rehabi"iitation 
workers. 
The trainers on the other hand~ were more 
critical of the course content. 
They felt the course content was helpful in 
assisting with more insight into ~he needs of the 
mentally handicapped, use of appropriate 
activities, better group control, and instilling 
confidence and initiative. · 
They added that the course was not helpful in 
assisting with screening technfques~ constructive 
planning and maintaining structures, transfer of 
skills and ability to extend inte~ventive· skills 
beyond the home visits done. 
Trail}er 1 - ('south African Christian Leadership 
ASsemb~y Health Project) was satisfied with the 
course content presented while Trainer 2 - ·(Cape 
Mental Health .society) indicated that she needed 
more experience· in how and what to present. 
. . 
Werner, ·o and Bower,B.(1987) and Rigby, B D (1978) 
stress· the need for constant evalu~ti~n and 
analysis of the course to assess its effectiveness _ 
and appropriateness. Constant feedback between the 
trainer and trainee is of utmos.t importance to 
provide maxi~um ~articipation~ Clearly,. methods of 
.feedback and.how this is done neeq·to be.c:arefully 
considered to guard against discrepencies and 
misunderstandings _as seen in this study. The exact 
feedback ne~ds.to be_caief~lly recorded-to b~ 
. absolutely sure t:hat the a:r:eas and need for future 
learning are ~lear to trainers and trainees. 
PAGE 117 
6.2.7 TRAINING METHODOLOGY AND TECHNIQUES 
6.2.7.1 TRAINING METHODS 
Rigby, B D (1978) and Werner, D and Bower, B (1987) 
agree that experiential, participatory and 
pragmatic methods and materials be used. These 
should consider the literacy level of the adult 
learner and the trainees' experience and knowledge 
should at all times be considered. In this study, 
the community-based rehabilitation workers all had 
a level of functional literacy which meant that 
they could understand much of what was presented. 
The methods and tools used for teaching are of 
primary importance irrespective of literacy level. 
This is essential to create a critical awareness 
which facilitates dialogue between trainer and 
trainee in an environment of dual responsibility 
and involvement. 
The teaching methods which the majority of 
community-based rehabilitation workers were exposed 
to and reported by them as being commonly used, 
were formal lectures/talks (100%), group 
discussions (75%), field visits (100%), 
participative activities (75%) and the use of guest 
speakers (87,5%) which were all evaluated fairly 
positively. 
There appears to be no major discrepencies in terms 
of what the trainers and trainees reported except 
that the trainer 1 - (South African Christian 
Leadership Assembly Health Project) said no formal 
lectures were used, while the community-based 
rehabilitation workers said no observations or 
workshops were held. The community-based 
rehabilitation workers at Cape Mental Health 
Society reported no exposure to participative 
activities. 
It appears that the teaching methods commonly used 
were mostly of a conventional nature and it seems 
that more creative and innovative methods could 
have been used. 
Additional training methods suggested by the 
community-based rehabilitation workers were :-
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observational visits to other similar projects 
.,... workshops 
·-games 
- role plays 
poetry arid 
- more group discussions 
The trainers supported the use of more role plays 
a~d suggested a. greater need for 
observational~experiential learnin~ with 
supervision; 
6. 2. 7. 2 TRAINING MATERIALS AND AIDS .. 
The data gathered from the community-based 
rehabilitation workers .indicatedtli.at the majority 
were ~xposed to ~asters (75%), books (100%), 
. . 
drawings (75%) and flipcharts (75%) •. These were 
primarily rated as good. The least used materials 
and aids were flannel boards,· black boards, videos, 
films, cards, slides,· phot.os and props. ·. 
. . 
The community-based rehabilitation workers 
suggested that these be incorporated as· additional 
te.aching aids includin~ drawings, fiipcharts and 
. . • , I . 
the use of available resources at the centres. 
Even tho.ugh the trainees evaluated the use. of books 
fairly positively, the trainers disagreed and felt 
· this was a somewhat weak tea.ching aid to use. They 
rated the use of newsprint, .. flipcharts and the use 
of pra6tical~ fairly posit~~ely •. Trainer 1 - (Cape 
Mental Health society) noted that she would have 
preferred to use more innovative methods but was 
unable to due to time constraints. 
In non-formal education it· ii ~sse~tial that the 
trainers and community-based rehabilitation workers 
are clear about the 'exact pu~pose for using certain 
materiais. The advantages and limitations of each 
material should be clearly understood. (Refer to 
Appendix 12). Lund, F J (1987) _found that the 
danger is often that materials or aids are 
m~chanically used rather than used where 
appropriate and relevant. 'She states that, "what 
may start out as _inventive and educat~onal may in 




As previously discussed, Werner, D and Bower, B. 
(1987) guidelines for the use of appropriate 
teaching aids, need to. be carefully c·onsidered to 
avoid some common pitfalls. 
Once again,. it appears from this study that the 
inor·e conventional teaching aids s·uch as, posters, 
drawings, books and t"lipcharts were used. It is my 
.opinion, that more creative and innovative 
materials could have been.included as suggested by 
the community-based rehabilitation workers 
including additionai teaching materials and aids, 
e.g., story-telling, poetry, c·reati ve literature, 
folk songs, puppets, shadow-play, drama, 
illustrated stories and magazine or newspaper 
articles. 
There needs to be more flexibility-·in the use of 
materials even though one realises the time 
constraints. The language dilemma is· an added 
· constraint as English materials often need to be 
translated. 
Furthermore, caution· needs· to be exercl.sed in terms 
of what is regarded as appropriate for e·ach 
community. 
It is therefore advantageous for communi.ty-based 
rehabilitation. workers and the local community to 
be included in the development of a community -
appropriate resource centre of. teaching aids and 
materials. Th.e. World Heal th Organisation insists 
on using what is locally available within the 
community to reduce co·st but also to ensure. that 
materials and aids are ·culturally understood and 
available. 
Ongoing feedback between community-based 
rehabilitation workers and trainers regarding 




6.2.8 ·NATURE AND .TYPE OF SUPERVISION 
- ; 
6 ~ 2. 8 .1 All community-based rehabili t_ation workers ( 100%) 
received,supervision. There was, though, a slight 
discrepency in the information given by the . 
community-based rehabilitation workers regarding· 
the amo\int of ·supervision obtained. The trainers 
reported, that w~ekly super.;,,ision was provided while. 
37 ,5% of the co·mmunity-based rehabilitation workers 
.reported differences in the amount of .supervision 
received. Both.community-based rehabilitation . 
workers and trainers were satisfied with the amount 
of supervision provided. _The least experienced 
. community-based rehabilitation.worker felt the 
amount of supervision received. wag insufficient. 
The south African Christian.Leade~ship .Assembly 
Health Project's supervision was provid~d by the 
. trainer w~ile sup~rvision at Cape Mental Health 
society was dually performed.by the trainer and 
a s6ci~l work supervisor. 
There appears to be g~ileral agreement that 
i~respective of the hature·of tasks Which 
community-based rehabi li tat ion workers .. are expected 
to perform,- supervision ·is· essential, ·as active 
support is required • 
. No consensus.though, is apparent regarding_ who 
should supervise the teaching· and administration 
aspects and whether these should be done by one 
supervisor or two different individuals. In my 
experience, where community-based ·rehabilitation 
principles are appl.ied in a. tr.adi tional social work 
·. or.ganisat.ion, the teaching and administrative 
functions should be supervi~ed by either the 
trainer or. separated due to conflict in 
expectations. 
In the case where supervisory tasks are separated, 
it.is preferred that the trainer supervise the 
teaching ~ education.al aspects and to provide the 
necessary .support.while the sociai work supervisor 
supervise administrative functions. 
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Austin, L (1978) recommends the latter option as it 
reduces o~ mitigates the i~herent strairis in roles 
and supervisory relationshi~s. 
6.2.8.2 METHODS OF SUPERVISION USED . . 
The data provided by the commun.ity-based 
rehabilitation workers_indicated that the majority 
were exposed to individual supervision (100%), 
group supervision (~7,5%) and 6ase studies (75%). 
Few community-based rehab_ilitation wo·rkers were 
exposed to other methods such as role piays, case 
notes, sitting-in and observing, co-w_orking in 
projects and peer supervision. 
Both trairiers and community-based rehabilitation 
workers agreed that individual ·supervision was a 
good method while group supervision was regarded as 
a somewhat weak-method. They disagreed on the 
value of case studies. 
It is.clear from the above information that few 
community-based rehabilitation workers were exposed 
to other innovative or pragmatic means of 
supervision which could have been more educational 
and useful.· Methods such_as role play~ and 
co-working in projects could be invaluable methods 
as .there is immediate feedback, accountability and 
an indication of how certain tasks are performed. 
The methods used for supervision were appropriate 
in terms of community-based rehabilitation' as no 
expensive technology was used. Conside.ration needs 
to be given to other more creative methods of 
supervision. 
6.2.8.3 TYPE OF SUPERVISION 
The trainers and trainees.all reported that 
administrative supervision, supportive supervision 
and educational supervision were provided. 
. . . 
The trainers indicated .that.the areas which 
required more attention were supportive and 
admin.istrati ve supervisio.n. 
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Community-based rehabilitation workers often feel 
extremely isolated ih communities where the needs 
are often great. Authors such as Kadushin, A 
(1976) identified that support might not only be 
required in terms of the job situation but also in 
terms of situational problems which community-based 
rehabilitation workers might experience. This 
therefore implies that supportiv~ structures need 
to be developed.within org~nisations. 
It has also been found that new community~base~ 
rehabilitation workers with the least experien.ce 
often need support in adjusting to organisational 
structures and the community needs. Conflict ~ay 
arise in this area if the organisation's perception 
of the needs within the community di£fer to those 
identified by the community. _An inexp~rienced_ 
community-based rehabilitation worker might feel 
extremely uncertain and may not have the means to 
address these problems. This could lead to 
confusion about loyaltie.s to the· community and 
organisation. 
Furthermore, it is es~ential that administrative 
functions are kept simple and uncomplicated to 
assist community-based rehabilitation workers who 
might have limited experience in bureaucratic 
administrative requirements of organisations. 
Specific' training m1ght be required to assist with 
simple office procedures, recording and using 
communication channels. 
Cudabeck, D (1970)· and Kadushin, A (1976) recognise 
that community-based. rehabilitation workers may 
have a.limited educational background,·and may not 
be comfortable with org_anisational structures. 
This therefore require.s that supervisors provide 
ongoing assistance and include administrative 
supervision as an important process of supervision. 
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.6. 3. 6 
6 •. 3. 7 
6.4 
The following are recommended areas for future-
rese'arch and investigation : -. 
An investigation_into th~ training of traine~s 
involved in the training of community-based 
rehabilitation workers with the view to developing 
.a post-graduate course. 
Further research into the co-ordination and 
development of a national policy pertaining to the 
training of community-based rehabilitation workers 
in order to facilitate general consensus and 
consistency . 
. A study to focus particularly on methods and 
techniques of participation and empowerment of 
community-based rehabilitation workers and the 
disabled in all aspects of training . 
. An exploration"of theoretical models. and concepts 
appropriate in community-based rehabilitation which 
could assist with a body of thebry and knowledge· 
upon which training could ·be developed. 
· Research ihto various course content models which 
could be considered for training and which focus on 
comprehensive-generic approaches. to assist with 
promotive, curative, preventative-and 
rehabilitati~e fun6tions. 
Further research regarding the supervision of 
community-based rehabilitation workers and trainees 
and to.develop additional literature in.this field. 
Ongoing_ research in the area of training of 
community-based rehabilitation workers due to 
varying needs of.trainees and communities. 
PRACTICAL RECOMMENDATIONS 
The following are practical recommendations which 
could be considered in the traini~g of 
community-:based rehabilitation workers :-
6.4.1 




Schools of social work should offer continuing · 
education for graduates intereste~ in the trairiing 
o~ communi ty-ba.sed rehabilitation workers; the 
former thus effectively qualifying themselves as 
trainers •. 
This may require that faculty members obtain 
training in the field. 
Various professionals invoived in.community-based 
rehabilitation, i.e .. , physiotherapists, 
occupationai therapists~ speech th~~apiits, social 
workers, nurses, doctors, community-based 
rehabilitation workers and community-based 
rehabiiitation ~orker assistants, should develop a 
po'iicy about - and gre.ater co-ordination of· all 
aspects of training. The co-ordination needs to be 
done on·a national level under the auspices of 
possibly the Co-ordinating Committee on Community 
Rehabi'iitation and E.ducation who have already begun 
to at.tend to this area. .This body should maintain 
links and liaison with- the Progressive Primary 
·Health. Care Organisation which already functions on 
a national level. 
In considering the training· of coinmunity-based 
rehabilitation workers, it is.essential that the 
comm~nity and .the disabled are involved at_ all . 
times·to ensure adh4§!rence to the "bottom-up" 
approach. The community and· the .disabled should be 
- regarded as the primary factor in all aspects of 
training to facilitate an empowering-liberating 
process and to guard against professionals' ne.ed ·to 
riormali~e the conditions of ~he disabled. In this 
·study, cominunit~-based rehabilitation workers 
requested more involvement in the planning of the 
training programme.· Knowledge of the training 
objective was also an aspect they wanted to be 
aware of~ Even though this might be a time 
_consuming process, participation and involvement is 
vital. 
community-based rehabilitation workers should not 
be expected to train ~ehabilitation assistants 
unless they have the ·necessary experience or 





Decisions concerning the duration of training 
periods should take community constraints of 
distance and location into consideration. There is 
no·consen$US regarding the appropriate duration of 
.·training. Thus, co--ordinators of projects and 
communities need to consi.der the time frame which 
is most suited to.~h~ir situation . 
. In terms of community-based rehabilitation.it is 
essential that community-based rehabilitation 
workers a·re trained in the are~ of operation which 
is normally the comm~~i"ty in which they live. . 
Training at institutions outside the community 
usually leads to isolation and presents an 
artificial environmen"t which causes difficulty in 
transferring skills. Training within the community 
creates a natural and real experience which ·1eads 
·to more realistic expectations. In this st_udy, tpe 
trainers and community-based rehabilitation workers 
recommended and suggested greater ·use of 
community-:-based training. 
Training needs to be.developed and based on 
theoretical models whi.ch ultimately become the 
guiding principles for the .manner in which the . 
course is presented.· Training courses cannot be 
.loosely structured, and .should.be .b~sed on a body 





Even though community-based rehabilitation workers 
are employed in ar~as of specialis~tion, it is 
essential that trainers re-conceptualise 
traditional approaches ~o training. A more 
wh6listic'approach, i.e., comprehensive-generic 
approach which includes promotive, curative, -
preventive and rehabilitative ~spects, needs to be 
considered._ 
More creative, innovative training methods and 
techniques need to be considered in the training of 
community-based rehabilitation-workers. 
These need to be experiential, participatory ~nd 
pragmatic to create a non-formal teaching 
environment which carefully considers the literacy 
. level of the trainees. The limitations and 
advantages of training methods and techniques _must 
be carefuJ,.ly evaluated -before choosing. _- community 
resources needs.to be utilised and workshops to' 
create teaching aids and materials could become 
invaluable. 
6. 4 .10 .1 Supervision of community-based reha_bili tation 
workers need to be ari ongoing process, irrespective· 
of tasks which. they are expected to perform. It is 
also essential that the trainers· receive 
supervision if they are to be effective. . 
Furthermore, if supervision is to be done by two 
individuals, clear guidelines need to be drafted 
- regarding supervisory functions to avoid confusion 
and unnecessary conflict. 
6.4.10.2 The method of supervision used also needs to be 
pr_agmatic, innovative and inventive· to facilitate 
greater learning, feedback-and a~countability. 
Methods such as role-plays, sitting-in and 
observing,· co-working .in projects -and peer 




All three components of supervision, i.e., 
administrative, supportive and educa.tional 
supervision should b~ incorporated and regarded 
important in the supervisory process. one 
component should not be given greater emphasis 
than another. Trainers in this study felt that 
more attention was given to the education~! 
aspect. 
as 
Furthermore, ongoing analysis and evaluation needs 
to be done by the community-based rehabilitation 
worker and trainer to assess_ the effectiveness of 
· the training presented . 
. Methods of feedback must be carefully considered 
to avoid misunderstanding and discrepencies. 
6.5 CONCLUSION 
In considering the discussion of the findings, 
areas for future research and the practical 
recommendations, it is hoped that this study has 
made a contribution to the various aspects of 
training of community-based rehabilitation 
workers. 
The researcher hopes that the practical 
recommendations will be carefully considered-in 
order to make training more appropriate and 
effective. It is further hoped that the trainers 
will discuss these findings with community-based 
rehabilitation workers to ensure that they are 
exposed to the information but also because they 
have been· an integral part of this research. 
Without them, and the information provided by the 
trainers, this research and findings might not 
have been possible. 
It is furthermore hoped that the data obtained has 
made a contribution to the limited literature and 
research in this field and that others will 
be encouraged to do further research. 
·=-. 
.... ; 
APPENDIX 1 . 
CAPE MENTAL HEALTH SOCIETY PROFILE OF SERVICES 
Cape Mental Health Society .. 
. ·~fill@ 
Cape Mental Health Society is ·a private, registered welfare organisation. It 
was formed in 1913 and is the oldest mental health society in the country . 
. During the earliest days the Society was. ·run by dedicated volunteers 
who were motivated b~ a deep concern for people with mental handicaps. 
'lbday we are a committed team of volunteers, social workers and others who · 
work with all sectors of the community. · · · 
Our aims are: 
• To improve ~he quality of life, of maritally handicapped and , 
psychiatrically ill people and their families. 
• 'lb reduce the incidence of mental. handicap and psychiatric illness 
in the community. · 
e To initiate and develop appropriate services and facilities for the 
-Society's clients in co-operation with the. community.. · · 
• .'lb provi4e an information service. and raise awareness about· mental 
handicap, psychiatric illness and mental health needs in the broader 










Twenty five social. w.orkers providing supportive and 
counselling services .. 
. . 
Three special care and activity centres·serving 90 profoundly 
mentally handicapped children. · · 
Four training centres· serving 500 mentally. handicapped 
children. 
Four protective workshops serving 270 mentally handicapped 
adults. 
Two group homes providing accommodation for 12 mentally 
handicapped adults. · · · 
Three Gateway Clubs providing social and recreational 
opportunities for 100 mentally handicapped young adults·. 
Foun~ai.Il House, a psych<?-social rehabilitation club for 100 
members who are discharged psychiatric patients. · 
·Four social groups serving 50 mentally ill people. 
Mental Health Awareness Projects reaching 1 000 people 
. per annum. 
We are opposed tO all forms of discrimination and Will strive for a just society 
which promot,es the mental health of all people . . . . 
·~ , 
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APPENDIX 3 
THE LADDER OF CARE 
/ 
THE LADDER OF CARE 
... 
Mental health should be included as an essential element of primary health care everywhere, "but onJy 
providing it is broadened to include the promotion of psychological well-being generally and does not 
concern itself only with the prevention and treatment of mental disorders. 0 , . 
Whenever possible, decisions should be made at the level of the people they concern and affect. This 




Mental Health Specialists, {Psychiatrists) can support level (3) 
workers while offering to take referrals which cannot be 
dealt with there. They also assist by visiting the hospital to 




Psychiatrically trained nurse{s) or medical assistant(s) sup-
ported by a medical officer with psychiatric knowledge, provide 
direct therapeutic care and offer mental health education 
services, functioning as leader of a team responsible for patient 
follow-up and long-term monitoring. They also ensure constant 
adequate stocks of medication, encourage counselling to assist 
diagnosis, cooperate with workers in other disciplines, liaise with 
those in other sectors concerning treatment issues, such as police 
and teachers, hold discussions with community leaders and ensure 
that service provided is responding to community needs, as well as 
enlist local involvement in the provision of mental health care. 
Level2 
Non-physician trained health workers {nurses or medical assistants) are 
able to initiate simple treatments or sedation in some states of excitement 
where immediate referra·1 is not possible, and continue treatment begun at 
1st referral hospital (level 3), supervising and helping village health workers 
(Level 2), and working with those in other sectors at similar level (agricul-
tural, community development). They ensure health promotion in develop-
ment, activities, and can recognize significant numbers of people who come 
with physical ailments, but present more pressing psychological disorders, 
and refer or handle them accordingly avoiding unnecessary interventions. · 
Level1 
Village Health Workers {VHWs) or Primary Health Workers· usually have had 6-10 
• .. years of schooling, 3 months of training, work part-time and have been selected 
' 
from and by villagers, being paid by them. Their function is to monitor psychologi-
cal as well as physical development of children, identifying major mental disorder:s 
and epilepsy, referring patients for treatment, identifying alcohol or drug abusers and 
child abuse or parental neglect, advising/referring as necessary, monitoring progressi 
and giving alcohol, drug and mental health education. VHWs are also qualified tc> 
teach villagers simple health promoting measures such as clean water and sanitation, 
• .. simple malaria control, ensuring immunization of children, monitoring children's 
growth, giving nutrition advice, and encouraging family time together. They are ideally 
placed to practice and share the skills of interviewing, listening and caring. · 
Begin here: * ft-Jtl!r!I ~i.~ ~ l 
' . 
' Adapted by S.J. Freeman from WORLD HOSPITALS, Vol. XXll, No. 3, September 1986, from an article by The 
Division of Mental Health, WHO, Geneva, Switzerland, •first referral hospitals in support of mental h-'afth•. . . 
. , . 
.) 
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PYRAMID OF HEALTH.SERVICES 







· _university ho$pitals 
Regional health seri.rices 
District health-services 
Rliral. • (or local) hospitals · 
and related services 
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1 
Rural (or local) health centres 
COmmunity di~ies am village·health postS 







A limited number 
of connnunity 
-orientated professionals 
who manage primary - . 
. ·. health care services. 






by a corps of' -
intermediate·- level 





care using· · 
primary technolCXJY, 
· delivered by 
f rontline workers 
at.the connnunity 
level_ who c6nstitute 
the tulk of .health 
serVice pesonnel 
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(act~ Ve train°ing·) 
functional literacy 
- from village 
- provides curative, promotive 
preventative and rehabilitation 
services 
Rehabilitation assistant 
- from village 
- minimal training 
- ability to identify and feeds 
into system 
- functional literacy not necessary 
- Community - Based Rehabilitation within Primary 





EXPERIENTIAL AND ENVIRONMENTAL PROGRAMMES-
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CURRICULI FOR TRAINING OF FRONTLINE 
REHABILITATION WORKERS - 3 MODELS 
PRESENTED .AT THE PROCEEDINGS OF THE 
INTERNATIONAL ASSOCIATION OF SCHOOLS OF 
SOCIAL WORK.ASIAN REGIONAL SEMINAR 





PRESENTATION OF CQRRICULUM MODELS 
"A. · Training of Social Welfare Officers as Rehabili_tation 
Workers wfth Drug Dep~tidents 
1~ 
2. 
Presented by : Mr K N singham - Malaysia 
The.Malaysian ~odel focused on.the training.of social 
welfare officers as rehabilitation workers.with drug 
'dependents,' speci:ficaily at intake, supervision, ·and 
after care. . Th~ programme is conducted by the . 
Training Division_ of the Ministry of Welfare 
services. ·Of two· week's duration, its general 
objective is to provide these officers with additional 
ski.lls ·in.counsellinq in the areas of empathy, 
exploration·. and.· values ·and attitudes, and 
problem-solving. There·are.abotit three sessions on 
empathy, about four on counselling and two on 
·interviewing. 
The most int·e:c:esting part of the. methodology is the. 
use of the video tape which enables the tralnee to 
observe immediately on the machine his own performance 
in specific situations during practicum. 
The·pre~recorded training tape is also used primarily 
to demonstrate and simu1a:t:e discussion on.the client's 
statement and the counsel.lor's responses. 
A Manual on Client Man·agement 'teaches the worker what 
tasks to undertake and how to· admi.nister these in the 
delivery of services for drug dependents. 
Complete Text: 
Training .of social Welfar' Officers·as Rehabilitation 
workers with Drug Dependen~s 
Agency: Training Division,· Ministry of Welfare 
services 
Type of training - Non-formal; iri~servl~e 
Duration - two weeks 
3. Target population 
, .. ' 
). _..· 
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6. conduct assessment interviewing_for treatment 
.planning in terms of clierit readinessi 
relation~hip, rationality, 'and resources ; 
,. 
. ~: 
7. work with other members Of the rehabilitation team; ' 
and 
8. utilize community participation in prevention and 
rehabilitation measures. 
5. Course content 
Specific topics: 
5.1 Psycho-social concepts df human behavior in 
relation to drug abuse; 
5.2 Drug abuse facts; 
5.3 Developing initial client screening criteri~; 
5.4 Drug abuse treatment modalities; 
5.5. Matqhing client to modalities; 
5.6 Basic principles of counselling; 
5. 7 Video tape d_emonstration oi counselling; 
5.8 ~mpathy (3 sessions); 
5.8~1 listening 
5.8.2 unde~stand~ng and responding 
5.8.3 counsellor effect as a tool 
5.9 Interpersonal process recall (2 sessions); 
-5.10 Orientation·ta the.rehabil,itation.prograrnrne of 
the Ministry of Welfare-Services.:.. field visit; 
5~11 Counselling practice - (2 sessions); 
5.12 Non-verbal behavior (video-tape analysi~); 
5.13 Client growth process; 
5 .14 Legislation pertaining to dr.ug abuse;, 
--------=------~ -----------
~ . . 
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.'8. Training Aids 
Several training aids are tised; the training manual 
for·counselling skills, audio-visual and flat 
materials·. 
The manual for c6unselling skills is a supplement~ry 
teaching aid and is used only.minimally. r't is 
simplified that the paraprofessional without extensive 
educational background can read and comprehend the 
concepts. 
B. Training of Trainers of Child care Workers 
Presented by: Miss Anne V Kurian - Sri Lanka 
This· prograinID.e by the Sri Lanka School of Social Work· 
focuses on the preparation of women ~ho-will become 
trainers of chil~ care work~rs: They should at least 
be about 25 years old with experienc'e in.' child care or . 
child welfare work and possess a degree or a diploma 
related to pre-school or a Montessori education. 
The t.raining is of two weeks duration. and has for its 
general objective the provision of the necessary·. 
knowledge, ski1ls,.and attitudes to function as 
trainers of child care workers in institutions. 
The curriculum content is divided into t~eory~nd 
practice of one month each. The theory consists of 





Principles and Methods ·of Social Work; 
·child Development; 
- :Estate Set Up and Estate Community; 
. . ' . . 
- Introduction to curriculum Development. 
After two months initial training, the .~rai~ers 
conducted residential training programmes under the 
supervision and guidance of the School Director, and 
the ~raining' Officer. 
\ 
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This model shows what a school of social work, 
attached to a government ministry, can contribute to 
paraprofessional ~raining. Although in the past they 
have concentrated on .the training of child care 
workers, of whom there are several hundreds, they have 
moved up higher by initiating programmes on the 
training of trainers on a more systematic basis. Note 
is made of the fact that the future trainers are 
degree or diploma holders from a university with 
concentration on child welfare. The inclusion 
therefore of Principles and Methods of Social Work as 
one of the core areas in the curriculum content is 
well-placed. 
Complete text: 
Training of Trainers of Child Care Workers 
Agency: Sri Lanka· School of Social Work 
Ministry of Social services 
1. Target Group 
Trainers of Child care workers 
Preferably females above 25 years having experience 
in child care or child welfare work with a degree of a 
diploma related to pre~school or Montessori education 
from a university. 
2. Duration : Two months 
3. · Objectives: 
3.1 General 
To proviqe the necessary knowlepge, skil~s and 
attitudes to function as trainers of child care 
workers in institutions. 
3.2 Specific: 
At the end of the training course the trainees 








handle a residentiat training course for 
child care workers; 
accept the basic principles of social ~ork 
as a profession; 
identify training needs, develop training 
objectives, curriculum and annotated 
training schedules; 
develop suitable training materials; 
develop and effectively use different 
training techniques and materials; 
evaluate and docilment child-care training 
programmes for future use in developing 
other programmes. 
4. Curriculum content 
4.1 Theory - One month 
4.2 Practicum - One month 
THEORY 
Core Area 1 - Principles and Methods of Social Work 
- Personal assessment 
--Basic principles of social work 
Methods of social work 
Community organization 
- Developmental social work 
Core Area 2 ;,. Child Developm-en.t 
- Reproduction 
-·Pre-natal development 
- Pre and post-natal care and services 
- Nutrition 
- Preparation of food and feeding 
- Infant and child diseases 
~ Child welfare services 
- Creche and its services to the community 
- Creche as a family and child welfare ·center 
- Personality development in children 
- Child-development through creative play 
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.core Area 3 -·Estate Set up and Estate Community 
-· Estate administration 
- '.Produ.ction 
- Life of the estate worker 
- Child welfare services in the estates 
The pre-colonial, colonial, and post-colonial era 
of the estates set up 
- Development of estate creches and its objectives 
Core Area 4 - Introduction to Curriculum Development 
- Training methodology 
- curriculum development 
- Planning of training' programmes 
- Evaluation and documentation 
- Determining training needs 
Formulating training objectives 
- General administration.and administration of 
training programmes 
Methods of training 
- Preparation of teaching materials 
- Evaluation of training programmes 
5. Training Methods 
Lectures; discussions 
Observation and field visits 
Role play 
Games 
Practical work in child care institutions 
After· the 2 months initial trairiing, the trainers 
conduct residential training pro~rammes under the 
supervision and guidance of the School Director and 
the Training Officer. 
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A panel of resource persons is invited to handle the 
various aspects of the programme. 
Assessment 
At the end of the two m_onths training co~rse, the 
trainees are assessed on their performance by the· 
Traini~g Officer. 
·Training of Paraprofessionals to Work as Change Agents 
in Slums· 
Presented by: Mrs Nafisa D'Souza - India_ 
This ·is a training programme · m_anaged. and conducted by 
the Bombay College of Social.Work to prepare young 
adults between the ages of 25 to 30, who are dropouts 
from the mainstream of formal education, to work as· 
change agent~ in slums. Their functions a:te : 
1. To ·educate.the masses about the forces that 
create their problem situation,_ and 
2. To organize people to .dea_l with their problem 
·situation with the ultimate goal of initiating a 
movement that-will liberate thein from their 
present situation. 
The duration ~f the training is nine months. 
The curriculum content. is divided. into ·core and 
s~pportive course~. 
The core courses are divided into thre• general 
headings : . r·· '{ ' 
.. 
1. Slums in the context o~. soci_ety; 
2. Poverty: A systematic perspective; and 
3. Strategies of intervention in the slums~ 
The supportive courses lay emphasis on. interventionai 
skills.such as 'non-formai education' or 'strategies 
of intervention in relation to health'. Each course 
·is of ·spe~ific r~1evance in providing the trainees 
with_· the capacities to. carry out concrete tasks as 




The training may be divided into three parts: 
In the first part the trainees are exposed to the · 
problem situation in slums so as· to acquire beginning 
skills in analysis and intervention. concepts related 
to analysis of the_ problem are included in the theory. 
The second part of the programme is focused on 
analysis of solutions related to the problem 
situation. This is where the trainees' analytical and 
interventional skills are likely to be sharpened. 
In the third part empha~is is on the acquisition of 
skills for independent analysis and intervention in 
terms of working with the problem situation. 
Emphasis on the value of commitment and social justice 
is carried throughout the training programme. 
- . 
Like the other model1s presented the non-formal 
education methodology is used extensively here. 
Moveme~t from the:concrete to the abstract is 
emphasized as the trainees are drop-outs from the 
formal mainstream of education and therefore tend to 
learn from concrete situations. In addition, the 
ex~eriences of the trainees involving the self are 
utilized to provide discussion because trainees from 
slums are generally spontaneous and relatively 
uni~hibited in relating their experiences. " 
(Pangalangan, E & De Guzman, L, 1980: 10-23) 
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. . CO-CORES PROPOSED COURSE CONTENT 
"TRAINING THE COMMUNITY REHABILITATION WORKER 
Prevention and care must be taught in regard to the following 
disabilities: 
moving, seeing, hearing. and speech, mental· {including 
learning, mental handicap, epilepsy and "strange behaviour"). 
Entry Reguiremertts 
Functional·Literacy. Preference should be given to suitable 
mature individuals within the community and selected by 
interview. 
Length of Course 
A minimum of 1500 hours given over a period of not less than 
2 years whilst in a training post (including supervised 
practical/in service training). During the training the 
student must be in a training post. 
Tuition and supervision 
a) Tutors and supervisors sh.ould be experienced 
Occupational Therapists, Physiotherapists, Speech and 
Heari~g Therapists, and other relevant personnel who 
orientated to community based rehabilitation. 
are 
( 
b) Tuition should be relevant to the conditions in the 
community i.e. rehabilitation procedures should be.basic 
and not require sophisticated or elaborate equipment. 
c) Facilities must be available for community based tuition 
and practice. Ideally the course should be taught 
within the community in which workers are to serve and 
should be relevant to the needs of. 'the comllluni ty •. 
Sufficient principles an_d basic l.nfo·rmation should be 
given for the CRW to be able to apply the knowledge in a 
variety of settings so that employment po~sibilities are 
not limited, with the proviso that additional in-












CO-CORES PROPOSED COURSE ·co:NTENT· contd,. 
EVALUATION AND EXAMlNATION 
There should be ongoing -evaluation t~roughout the course. 
tvaluation should be oral and practical rather than written! 
. . . 
Examinations must be conducted by training centre/s approved 
by the SAMDC. 
Each successful candidate wi.11 receive a certif ica~e issued 
by the_ training centre." 
(Co-ordinating c~mmittee on community Rehabilitation 
Education, ·1988: 8-9) 
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APPENDIX 9 
PROPOSED TRAINING COURSE FOR SOCIAL AUXILLIARY WORKERS -
SOUTH AFRICAN COUNCIL FOR SOCIAL WORK 





All employers are of the opinion .that di~tinctive 
courses must·be devetoped that:are approved by the 
Council. 
Most employers are of the opinion that a formal 
training course must be designed, integrating theory 
and practice and f oilowed by a period of in-service 
training. 
Employers are of the opinion that all training 
courses must cover the following aspects : 
(a) Role explanation: Social, auxiliary worker, social 
worker, administrative . o.ff icer and volunteer. 
(b) Introduction to the methods of rendering assistance. 
(c) Basic skills and principles of interviewing and 
report-writing. 
(d) Principles of social auxiliary work. 
(e) Ethics of social-auxiliary work. 
(f) Developmental psychology (life phases). 
(g) Social Pathologies (merely take note). 
(h) Office administration. 
( i) Human relationships·. 
(j) Social legislation (take note). 
(iv) Employers differentiate between the following 
directions of service-rendering: 
(a) conimunity care. 
(b) Group care. 
(c) Institutional care. 
(d) Service centre care. 
(e) Probation services. 
(f) Family care. 
(g) Social security. " 




-· DAVID WERNER'S THREE APPROACHES TO - . 
. EDUCATION AND TRAINING OF COMMUNITY 
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THREE APPROACHES TO EDUCATION 
This cnart gives a summary of 3 approaches to teaching. It may help instructors to evaluate 
their own teaching approach. But we do not recommend that this analysis be given to health 




Keep social order stable. 
Teach people to accept 
and 'lit in' to the social 
situation without changing 
its unjust aspects. 
CONTROL them-
especially poor working 




!rigid top.down control) 
OPPRESSIVE-rigid central 
authority allows little 
or no participation by 
students and community. 
Basically passive. 
Empty containers 
to be filled with 
standard knowledge. 
Can and must be tamed. 
FEAR-Teacher is an 
absolute, all-knowing boss 
who stands apart from 
and above the students. 
The Ministry of 
Education lor Health) 
in the capital. 
• Teach er lectures. 





Memorization of facts. 
PROGRESSIVE 
to REFORM 
Change people to 
meet society's needs. 
Work for certain 
improvements without 
changing the unjust 
aspects of society. 
PACIFY or CALM them-
especially those whose 
hardshipS drive them 
to protest or revolt. 
~~u:~~ 
PA TE RNALISTIC 
(kindly top-down control! 
DECEPTIVE-pretends to 
be supportive, but 
resists real change. 
Basically irresponsible. 
Must be cared for. Need 
to be watched closely. 
Able to participate in 
specific activities 
when spoon fed. 
GRATITUDE-Teacher is a 
friendly, parent-like 
authority who knows what 
is best for the students. 
The Ministry, but with· 
some local decisions. 
• Teach er educates and 
entertains students. 
• Dialogue and Q'oup 
discussions, but the 
teacher decides which 
are the 'right' answers. 





Change society to 
meet people's needs. 
Actively oppase social 
injustice. ineQuality, 
and corruption. Work 








(control by the people) 
SUPPORTIVE-helP5 
people find ways to gain 
more control over their 
health and their lives. 
Basically active. 
·Able to take charge 
and become self· 
reliant. 
ResPOnsible when 
treated with respect 
and as eQua Is. 
TRUST-Teacher iu 
'facilitator' who 
helps everyone look 
for answers together. 
The students and 
instructors together 
with the community. 
• Open-ended dialogue, 
in which many answers 
come from oeople's 
e~perience. 































• the strengths and 
rightness of the present 
social order 
• national history 
(distorted to make 'our 
side' all heroes) 
• rules and regulations 
•obedience 
• anatomy and physiology 
• much that is not 
practical or re!evant-
it is taught because 
it always has been 
• unnecessary learning 









• J • 
/!\ 
The classroom. 




Often LARGE. Emphasis 
on Quantity. not 
quality, of education. 
Competitive (cooperation 
between students on tests 
is called cheating). 
PROGRESSIVE 
• integrated approach to 
development 
• how to make good use 
of government and 
professional services 
• filling out forms 
• desirable behavior 
• simple practical skills 
!often of little use-
such as learning 20 













The classroom and other 
controlled situations. 




Often fairly small, to 
encourage participation. 
Students often w.nr to 
attend because classes 
are entertaining and 
they will earn more if 
they graduate. 
'Incentives' are given. 
Organized and directed 
by teacher. Many games 
and techniques used to 
bring peaple together. 
Primarily to 'weed out' Variable, but generally 
slower students: grades tests are used to pass 
emphasized. Some rn·. some and tail 
students pass. L.::. ,:,'.,..:.; others. 
Others fail. '<!!.Y ,..,. 
Often 1uperfit::illl-
by education or health · 
system. Students and 
community are the 
objects of study. 
•diplomas 
• irregutar ~ 
police·like 
supervision 








in limited ways. 
•diplomas ~ ~~ •uniforms 
•salaries 
• 'supPortive' supervision 
mainly to the health 
authorities, less so 
·to local authorities 
LIBERA Ti NG 
• critical analysis 
• social awareness 
• communication skills 
• teaching skills 
• organiiation skilfs 
• innovation 
• sell-reliance 
• use of focal resources 
• local customs 
• confidence building 
• abilities of women 
and children 
• human dignity 
• methotfs that help the 








is life itself. 
••• • • ••• 
Olten SMALL, to 
encourage communication 
and apprenticeship learning 
Students Mlnf to 
attend becaU"Se the 
learning relates to 
their lives and needs, 
and because thev are 
listened to and respected. 
Cooperative-students 
help each other. Those 
who are quicker assist 
Others. 
Primarily to see if.ideas are 
clearly e•pressed and if 
teaching methods work 
well. No grades. Faster 
students help slower ones. 
Simple and conrinual-
by communitv. students. 
and stall. Students 
and teachers evaluate 
each. others' wort and 
attitudes. 
• encouragement to work 
hard and keep learning 
• suppartive assistance 
when asked for 
mainly to the 
community-especially 
the ooor. whose 
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IMPORTANT CONSIDERATION FOR COURSE PLANNING 
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APPENDIX II 
IMPoRTANT CONSIDERATIONS FOR OVERALL COURSE PLANNING 
II 
A. Planning to be done before the training course begins: 
1. .FIRST CONSIDERATIONS - PURPOSES AND QUESTIONS 
- Whose needs_will the training program be primarily 
designed to meet? 
Will it only extend the existing health system, or 
will it help to ~hange it? 
How much will it prepare the health worker to 
understand and deal with the social (econ9mic, 
cul tur_al , political ) _ causes of . i 11 heal th? 
Will it make the poor more dependent, or help them to 
be more self-reliarit? Will it-promote or resist 
social_change? 
What are the g~neral goals and object_i ves of the 
program? (To express goals in terms of numbers and 
dates is probably un~ise at this stage. Why?) 
Who is (or ·should be) involved in all these decisions? 
2. OBSERVATION OF NEEDS AND RESOURCES 
(Talking with a few observant persons from the area 
can often provide more useful information than a 
census or.elaborate 'community diagnosis', at far 
.lower cost, ·more quickly, and with. less abuse.) 
Information ·worth conside~ingi 
- , 
Common hearth problems: how frequent and how serious? 
causes of main problems: physical and social, coming 
from inside -and outside the community. 
People~s attitudes, traditions, and concerns. 
Resources: human, phy~ical, e~onomic, from inside and 
outside the area~ 
Page 2 
Characteristics.of possible health workers: age, 
experience, education, interest, etc. 
Possible choices of instructors and training 
organizers. 
'· 
Possible sources of funding .and assistance. (Which are 
.more appropriat~?) 
Reports and experiences of other programs. 
Obstacles: certain, likely, and possible. 
3. EARLY DECISIONS -
Who? Where? How many? When? 
Selection of health workers: by the community, by the 
health program, or. by both? (How can selection. of a 
health worker be a learning experience for the 
community?) · 
Selection of instructors and advisors: 
How much understanding and res'pect do they have for 
village people? Do they· treat them· as equals. 
How committed are they to working toward social 
change? 
Do they have the necessary knowledge and skills 
(public health, education, group dynamics, community 
organization, medicine, etc.) or are they willing t6 
learn? 
Location: 
Where will the training take place? Near or far? 
Village.or city? Why? 
Where will ·everyone eat and sleep?· In hotels? In 
special facilities? With village families? 




Nwmers": ·How many stud~nts will take part in the 
tiaining cour~e? (Beyond 12 or l5j quality of 
/ 
training usually decreases. ·This must be weighed . 
. against the ne.ed to· train more- he.al th workers~ ) 
Timing: 
How long will the training course last? 
What time of year is best? 
(Consider how these decisions m.ay affect who can take 
· part in . the .·course. ) 
Will the training be done· in one continuous stretch, 
or be divided into short blocks so that students, can 
return home (and practice what they have learned) 
between sessions? 
(Whose needs and opinions should be considered in 
.... answering th,ese questions?) 
Funding: 
From where? How much money should come-from outside 
the local area? 
What are the interests of possible funding groups? 
What are the advantages and disadvantages of asking 
communities to· pay part of the· cost of traini~g their 
health worker? 
How can costs.be kept ·low?_ How much is needed? 
Follow-,.:up and sup~rt: 
' 
What opportunities may there be.for continued learning 
or training after the course is over? 
What kind of support or-supervision.will the health 
workers receive? 
(-Why is it important to consider the follow-up before . 
the. traini,ng program begins?) 
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4. ANALYSIS OF PRIORITIES 
(deciding' what is . most impo_rtant) · 
Problems can be compared by cionsidering the foliowingi 
How co~mon are they? 
How serious are th~y? 
How contagious a~e they? 
How much concern do people feel about them? 
How much do they affect other problems? 
How much could a cominunity'health worker do about them 
in terms of 
- diagnosis and treatment? 
referral, when needed? 
preverition? 
education of lobal peo~le?. 
- community action? 
How. easy or difficult will it be to teach a health 
worker ·to ·take safe, responsible action with respect 
to the problem? 
Then group the problems according to their reiative· 
importance I •Or 'priority I and decide Which. Ones. tO 
:include in the co.urse. (Be· sure to· include common 
SOCi_al prob.lemS that affect heal th - ~UCh as drinking I 
overuse and misuse of medicines, ·1ocal forms of 
exploitation of the· poor, and misuse of resources - as 
well as physical diseases.) 
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5. RE-EXAMINING OBJECTIVES 
In view of the information you ha.ve gathered and 
analyzed, how can the training program be best 
designed •.. 
so that it prepares health workers to help the people 
in their villages solve their problems and needs? 
so that it is adapted to fit.the particular 'strengths 
and weaknesses of the students? 
6. ·ORGANIZING STUDY MATERIAL FOR APPROPRIATE LEARNING 
What general subject areas and specific topics might 
I 
be taught in order to prepare students to act·upon the . 
. important problems and needs in their communities? 
How many hours of organized study time wi.1·1 there be 
during the course? 
How much time is needed to· adequately cover each 
topic? 
How can the time available to best divided among the · 
different topics, according to their priority? 
W.hich topics are .b.est approached through classroom . 
learning, through practice (in clinic, community, or 
field), or a comb.ination? 
(At this point, some program planners make a l~st for 
each subject area, stating exactly what the health 
workers should know and be a:bie. to do. What are the 
strengths and weaknesses of this approach?) 
·7. PLANNING FOR'BALANCE 
How can the subject. matter be appr.oached so as to 
maintain. an appropriate balanc·e between 
classwork and practical experience? 
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learning in the training center and learning in· the 
community? 
preventive and curative health care? 
physi~ai and social causes of ill health? 
the needs of _the poor and the requirements of those in 
positions of control? 
cauticin and innovation? 
health skills, tea-ching -skills, and leadership skills? 
work and play? 
·a. PREPARING A ROUGH TIMETABLE OR CLASS SCHEDULE 
(without d~tails, to be changed later) 
How can different 'subjects.and topics be arranged, 
according to hours, days; and weeks, so that 
.there is enough variety to keep the students 
interested (for example, classwork alternating with 
farm work, commµnity action, and learning of practical 
skills)? 
related subjects are scheduled close together or in a 
logical order? 
more difficult subjects come early.in the day, and 
more fun subjects later (wqen people are tired)? 
all key subject matter is included? 
high-priority ·subjects are given more emphasis in.the 
training course? 
skills and knowledge needed for immediate use and 
-practice are' learned early (for example,·learning 
about medical history, physical exams, preventive 
advice, Road to Health charts)? 
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How can study time and fee time be best arranged to 
·meet students' and instructors needs? 
Ho~ can the schedule be kept open-and flexible eriough 
to allow for· unplanned learning opportunities and 
special needs as th~y·arise? 
(It helps to leave the last week of _the course 
unscheduled, to allow for review and for making up 
'displaced classes'.) 
How can the_ schedule be presented in a clear, simple 
.form that can be easily seen and understood by 
students and instructors? 
9.. PLANNING.APPROPRIATE TEACHING METHODS AND AIDS 
What teaching approach is best suited to persons who. 
are more used to learning from.experience than from 
lectures and books?" 
What approaches to le~rning will hel_p the heal th 
worker be an effective teacher in his community? 
What attitudes on the part of the teacher will 
encourage the health worker to share knowledge gladly 
and treat others as equals? 
. . 
What teaching·methods:might aid the health worker in 
helping community people to become more confident and 
self-reliant?. 
What teaching aids can be used that will lead the 
health worker to make and invent teaching aids.after 
returning to his village? 
What approa·ch to learning will best prepare the health 
worker to help his people understand and work _together 
to solve thei~ biggest problems? 
What approach to health problems will enable the · 
health worker to lean how to approach the solving of 
other community problems? 
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~hat can.be done to ensure that all ·learning is 
related to important needs? 
How can classwork be made more friendly and fun? 
How can tests and exams. be presented so that students 
use them to help each other rather than to compete? 
·How can tests and exams be.used to judge the 
instructor as ~eli as the students?' 
10. GETTING READY AND OBTAINING SUPPLIES 
What preparations are needed before the course 
begins? (transportation,· eating-and sleeping 
arrangements, study area, wash ~rea, . etc. ) 
What furnishings and teaching materials are needed to. 
begin?. (benches, blackboards, etc.) 
What can be done if some of these are not ready on 
time? 
11 • DETAILED PLANNING· OF .. ACT.IVITIES AND CLASSES FOR THE 
. BEGINNING OF THE COURSE 
How many days of classes and activities sho~ld be 
planned in detail i:>ef ore the course begins? 
Why is it important that the details of all the 
·classes and activities not :be planned in advance? 
B. CONTINUED PLANNING AFTER THE TRAINING COURSE BEGINS: 
12. INVOLVING STUDENTS IN PLANNING THE COURSE CONTENT 
(based on their experience and the needs in their 
communities) 
Why is it important that_ the students take part in 
planning the course? 
How can the students participation in planning help 
them to learn about · ••• 
examining and analy2ingthe·needs in their 
communities? 
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recognizing both,"the strengths and the weaknesses of 
their people's customs? · 
ways to plan and organize a learning group? 
the.value of learning by doing, and of respecting and 
· build1ng on their own experiences? 
shared decision making? 
13. REVISING THE PLAN OF STUDIES (COURSE CONTENT). 
ACCORDING TO STUDENT SUGGESTIONS 
To what extent to the priori tie's determined by· the. 
students_; according· to problems. and needs in their· own 
villages, correspond to ~hose_ already considered by 
the instructors and.planners? (How _do you explain the 
similarities and,differences?) 
How important is it to revise the course plans in · 
order to better meet the concerns and. expressed needs 
of the student group? 
14. PREPARING INDIVIDUAL CLASSES AND ACTIVITIES 
How detailed should class .plans be? 
\ 
How far in advance should a class or activity be 
plann~d? Why? 
·rs it helpful to use a ~artictilar otitli~e or formula· 
for preparing a class? If so, what should it include? 
Can each 6lass or activity be planned to include .•• 
all of the basi~ points t~ be learned or considered? 
active student participation and in~eraction? 
use of appropriate learning aids? 
opportunities for the students to explore qu.estions 
and discover answers for themselves? 
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practice in solving problems similar to those health 
. workers will meet in their work? 
a chance for students to summarize what they have 
learned and to ask questions? 
To what extent can students take part in the· 
preparation of classes and of teaching aids? (Is this 
important? Why?) 
15. CONTINUED REVISION OF THE SCHEDULE 
- .to make . room for new ideas, learning opportunities, 
needs, and problems as they arise 
What are the advanta9es and disadvantages to keeping 
the program ope~ and flexible? (How might this 
influence a heaith worker's ability to work toward, or 
tolerate, change in- his or her community?) 
16. EVALUATION DURING THE TRAINING PROGRAM 
- to consider how it might be improved 
In what ways can this be done? 
Who should be involved? 
What is the value of ..•. 
round-table discussions in which all students and 
staff have a chance to express their feelings about 
the program and each other? 
similar discussions with members of the community 
where the ~raining program takes place? 
tests and exams? 
setting specific goals and seeing if they are met? 
If evaluation studies (info~mal 6r formal, ongoing or 
final) are made, what can be done to help assure that· 
results are useful and will be used? 
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C. .PLANNING
0
AND PROGRAMMING AFTER THE COURSE IS COMPLETED 
17. FOLLOW-UP AND FEEDBACK 
How ·Can a supporti Ve · 1earn.ing situation be continued 
between instructors and students, and among the 
students themselves, once the training course is . . . 
completed? . 
How can the.following be involved in supporting the 
health worker: 
members of the community (a health committee)? 
other health workers? 
p~ogram in~tructors, leaders & a~visers? 
other support groups and referral centers? 
How cari the experiences, successes and difficulties of 
the health workers in their communities be recorded· . . . - . . 
·and· used to make the next training course bet.ter than 
the.· last? 
18. STARTING OVER 
The whole process is repeated. II . 
. . 





INTERNATIONAL ASSOCIATION'OFSCHOOLS OF SOCIAL WORK 
- ADVANTAGES & LIMITATIONS OF TEACHING MATERIALS (1980) 
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.APPENDIX' 12 
INTERNATIONAL ASSOCIATION FOR SCHOOLS OF SOCIALWORK 
· - ADVANTAGES AND LIMITATIONS OF 'TEACHING MATERIALS 
. . 
"Their specific nature as well as their advantages and 







































































(Pangalagan, E· & De Guzman, L, 1980:.201 
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PERMISSION ro·coNDUCT RESEARCH AT" 
SACLA HEALTH PROJECT. i . 
The Trainer 
·sACLA Health Project 








16 May 1990 
PERMISSION. TO CONDUCT RESEARCH AT SACLA 
I hereby wish to extend my appreciation for your ~il_lingness 
to partake in my research_ project which is in partial 
1 
· ·fulfilment of my Clinical· Social Work Masters Programme, at· 
the University of Cape Town. 
I wish to bring to your attention that ~he study will be 
focusing on the training offered to community mental health 
workers who work in underprivileged communities. In the 
self-administered questionnaire reference is often made to 
the term paraprofessionals which in this situation refers the 
community mental health workers. 
Please do. not hesitate to telephone me at .479040 or 3872734, 
if you have any uncertainties. 
Thank you once again. 
Yours faithfully 
I E Daniels 
M_.soc.sc (Clinical social Work)· student 
APPENDIX 14. 
PERMISSION TO CONDUCT RESEARCH AT. 
CAPE. MENTAL HEALTH SOCIETY 
The Director 
Cape Mental·Health Society 




9 Durrel Street 
MANDALAY 
7785 
07 May 1990 
re: PERMISSION TO CONDUCT RESEARCH AT CAPE MENTAL HEALTH 
I hereby kindly request permission to conduct interviews at 
Cape Mental Health with the paraprofessionals and trainers 
employed by your organisation. 
These interviews are relevant to my research topic which was 
chosen as partial fulfilment of Clinical Social Work Masters 
Programme, February 1990. The title reads as follows:·-
THE APP~OPRIATENESS OF CURRENT TRAINING OFFERED 
TO COMMUNITY MENTAL HEALTH WORKERS IN RELATION TO 
THEIR FUNCTIONS WITH PARTICULAR REFERENCE TO 
MENTAL HANDICAP :i:N UNDERPRIVILEGED COMMUNITIES. 
I have.enclosed a copy of my proposal which explains the 
rationale for the study. The results of the research will be 
forwarded to the Agency following .its completion. 
Your permission and assistance regarding the above request 
would be highly valued. 
Yours faithfully 
. . . . . . . . . . . . . . . . . . . . . . 
I E Daniels ·' 
M.SOC.SC.(Clinical social Work) Student 
. '· 
APPENDIX 15 
REQUEST FOR LITERATURE -
ZIMBABWE RED CROSS SOCIETY 
29 May i990 
:Zimbabwe Red Cross 
Box 1406 
HARARE 
Attention: Mr Engelbert Vengesa 
Dear Mr Ve.ngesa 
I was really impressed with your.pr~sentation at.RURACT 
Conference iri April 1990, Johannesburg· and the community 
based· rehabilitation done and initiated by yotir Society~ 
As I had discussed with you, could ·you kindly send this 
Agency some literature about the work dorieby Zimbabwe Red· 
Cross .as we are intending to start a project in Khayelitsha~ 
Cape Town. 
Please telephone Mrs I Daniels at (021) 4_79040, if further 
information is requested. 
Thank y~u for.your' assistance. 
Yours faithfully 
I E Daniels (Mrs) 




REQUEST FOR LITERATURE~. 
CHR.ISTIAN MEDICAL COMMISSION 
WORLD COUNCIL OF CIRJRCHES 
·. 
29 May 1990 
The Editor 
CONTACT 
Christian Medical Commission 
World council of Churches 




. This Agency provides services to the mentally handicapped. and 
·psychiatrically ill individuals in the Western Province, South 
Africa. 
I have read your publications, Contact No 69, April 1987 and 
Contact No 101, ·February 1988.and have found the information very 
relevant in terms of .work which we do •. 
We the~efore kindly request that this Agency receive the 
bimonthly distribution of .this publication._ 
Thank you for your co operation. 
Yours faithfully 
I E Daniels (Mrs) 





AN.INVESTIGATION.OF THE TRAINING OFFERED TO COMMUNITY-BASED 
REHABILITATION WORKERS WITH PARTICULAR REFERENCE.TO THE FIELD 
OF.MENTAL HANDICAP IN THE.WESTERN CAPE 
· APPENDIX 17 
PHASE 1 




AN INVESTIGATION:OF THE TRAINING OFFERED .TO COMMUNITY-BASED 
·REHABILITATION WORKERS WITH PARTICULAR REFERENCE TO THE.FIELD 
OF MENTAL HANDICAP IN THE .WESTERN CAPE. 
THIS RESEARCH IS UNDERTAKEN AS PAR~ICAL FULFI~~ENT FOR THE 
REQUIREMENTS OF TH~ M.soc.sc. (CLINIC:AL SOCIAL WORK) 
PROGRAMME, UNIVERSITY .OF CAPE TOWN,. 1990. 
,,. .. 
DATA OBTAINED WILL BE TREATED AS HIGHLY CONFIDENTIAL. 
RESEARCHER : I E DANIELS 
Page 1 
1. IDENTIFYING DATA OF THE COMMUNITY-BASED REHABILITATION WORKER 
i: .1 NAME : 
. ----------------~---------------------------------------~-~--
1. 2 AGE ,: 
: I 15-20 26-30 1 · 31-35 36-40 I 41-4~ 46-50 51-65 I OVER 70 
l I I 
1.3 MARITAL STATUS 
. I ·SINGLE MARRIED .DIVORCED WIDOWED CO-HABITING I OTHER 
. I 1. I 
1.4 ~OME LANGUAGE : 
---------~------~------------~~-----------------~---------~-~-
1.5 ADDRESS : 
•. 
. . . . . -------------------------------------------------------------. . 
~-~-~---------~------~------~-------~---------~-----~----~---. ' 




ORGANISATION EMPLOYED AT . . . 





NAME/S OF TRAINER 
-------------------------------------------------------------
·• 
Page 3 ~/ ••• 
, .· 
Page 3 
2. EDUCATIONAL LEVEL 
Indicate highest educational level passed. 
I. 
2.1 NO EDUCATION 
I I 
2.2 PRIMARY SCHOOL EDUCATION 
' 
Sp~cify the standard last:passed • 
. , ·SUB A SUB B ·1 STD 1 STD 2 .STD J'. STD 4 STD 5 
J. I 
2.3 SECONDARY SCHOOL EDUCATION : 
Specify the standard last passed. 
STD 6 •. STD 1 . I • . sTD ·a ·STD 9 STD 10. 
I I 
I 
2 •. 4 TERTIARY EDUCATION 
.Specify. 
Nam~ of Coll~g~ or University and D~gr~e o~ Dipl6ma obtained · 
(e.g. University of the Western Cape, B.A. Social Science)·. 
-----~------------------~--~--------------~-------------------
·---------------------------------------------~-~---~---------
Page 4. / ••. 






3. DESCRIPTION OF THE SPECIFIC PROJECT 
3.1 NAME OF THE PROJECT 
--------------------------------------------------~----------
---------------~---------------------------------------------
3.2 AREA.OF OPERATION 
Where is your project based? 
---------------~----·---------------------~------------------
-------------------------------------------------------~-----
3.3 DESCRIPTION OF YOUR PROJECT 




Page 5./ •.. 
'··~ 
.\ 
I . Page 6 
KNOWLEDGE IN 'l'HE FIELD OF MENTAL HANDICAP 
5.1·. OUTLINE WHETHER YOU HAVE ANY PREVIOUS TRAINING IN 
WORKING WITH THE MENTALLY HANDICAPPED 
I YES I No· I 
I I I 
I I I 
5.2 IF YES., PLEASE SPECIFY WHERE. AND BY WHQM ANb THE 
AREAS COVERED 
--------------------~-------------~--------------------------
---------~---;-· _______ ..;. _____________________ .-------~------~-.;.. __ _ 
-------------~--------~--~-----------------------------------
. ~ ·. . . . . . . . , . 
--~------------~---------------~--------~--------------------
· Page 7. I.· .. 
Page ~ 
5.3 . INDICATE WHETHER PREVIOUS KNOWLEDGE AND EXPERIENCE 
ASSISTED YOU IN .THE PRESENT PROJECT 
' ' 
YES NO ' I 
I 
I 








Page 8./ •.. 
Page 8 
6. TRAINING PERIOD FOR THE SPECIFIC PROJECT: 
6.1 (A) SPECIFY THE. TRAINING.PERIOD/S USED: 
1. one to two days per week I I 
I I 
2. short block, e.g. 2 weeks/ I I 
3 weeks or 4 weeks I I 
- I I 
3. continuous training, e.g. I I 
2 to 3 months I I 
I I 
4. Longer periods, e.g I I 
1 year or more I I: 
I I· 
5. Other (specify) I I 
6.1 (B) SPECIFY,_ IF OTHER TRAINING PERIODS. WERE USED : 
----~--------------------·-----------------------------------






Page 9 ./ ••.. 
/ 
·Page 9 
6.2 EVALUATE THE TRAINING PERIOD/S IMPLEMENTED 
!Excel-I lsatis- Somewhat Unsatis-. I . 
jlent I Good I factory Weak factory 
1. One to two I 1 · I 
days per I ., I 
week 1- I . I . 
2. Short block, I I I I I 
e.g. 2 weeks/I I I , . I 
3 weeks.or I I I I I 
4 weeks I I I I I 
3 •· continuous I I I I I. l 
. training.; I I 
,. I l I 
e.g. 2 to· I I I I I I 
3 months I I I I. I I 
4. Longer I I I I I I 
. periods, • I I I · 1 I I 
e.g. 1 year I I I I I . ,. 
& more I I I I I I 
5. Other 1 · I I I I I - . 
I I I I . I l 
I I I I I I 




6.3 DO YOU THINK IT WOULD HAVE BEEN BETTER IF OTHER TRAINING 
PERIODS WERE CONSIDERED (E.G. TWO WEEKS INSTEAD OF 1 DAY) 
YES I NO I. 
I I 
1· I 








-7. PLACE & ENVIRONMENT IN WHICH TRAINING TOOK PLACE : 
. 7.1 (A) SPECIFY THE PLACE/S & ENVIRONMENT.IN WHICH 
TRAINING TOOK PLACE 
1. VILLAGE 
2. OFFICE 
3. LECTURE THEATRE. 
4. HOME OF THE MENTALLY HANDICAPPED 









5. HOSP.ITAL I 
I 
6. CONFINES·OF THE PROJECT I 
I 
7. ,UNIVERSITY I 
I 
8. COLLEGE I 
I 
9. OTHER (SPECIFY BELOW) r 












. ' . . . -------------------------------------------------------------
-------------------------------------------------------------. . 
. . . -------------------------------------------------------------
7.2 EVALUATE THE APPROPRIATENESS OF THE TRAINING 




1. VILLAGE I 
I 









3. LECTURE THEATRE/ROOM I . I· 




I Poor .I 
I I 
I I 
I I . 







I Good I Sat is- I 
I I factory I 
I I . I 
4. HOME OF THE MENTALLY HANDICAPPED I I I 
1· I I 
5. HOSPITAL I I . I 
6. CONFINES OF THE PROJECT - I , I 
7. UNIVERSITY I I I 
I I I 
8. COLLEGE I I I 
I I I 
9. OTHER EG. PREMISES OF CAPE I I . I 
MENTAL HEALTH SOCIETY I I I 
7.3 DO YOU THINK IT WOULD HAVE BEEN BETTER IF OTHER.PLACES 
WERE CHOSEN FOR TRAINING : 
I YES NO I. 
1.------
1 1 · ·I 















' . ' 
----------------------------~------------------~----~--------
-------------~-------~---~------------------------~----------
Page 13./ •.. 
•. 
Page 13 
8. INCLUSION IN THE PLANNING.OF THE TRAINING PROGRAMME 
·8.1 INDICATE WHETHER .YOU WERE INVOLVED IN THE PLANNING 
OF THE TRAINING PROGRAMME 
YES NO 1-
.8.2 IF NO, PLEASE INDICATE WHETHER. YOU WOULD.HAVE 
PREFERRED ·TO. BE .INCLUDED : 
I YES NO 
I -------'--------1 
I . . · 1 . I 
8.3 IF YES, PLEASE INDICATE WHETHER THIS HELPED. TO 
· FULFIL YOUR EDUCATIONAL NEEDS : · 
YES ·I NO 




. . . 
·--~-----~-------~-------~-------~~~-~----·-~-----------------
Page 'i 4 . I . ~ . 
Page 14 
8.4 WERE YQU GIVEN AN OPPORTUNITY/TIES TO EVALUATE 
AND GIVE FEEDBACK ABOUT YOUR TRAINING ON AN 
ONGOIN~ BASIS? 
YES I NO 
I 
. 8. 5 IF YES, WERE THEIR SUGGESTIONS CONSIDERED 
--------·-·----------------~---~--·------.---.----------------~--~ 
8.6 IF NO, WOULD YOU HAVE LIKED THEM TO GIVE FEEDBACK 
ABOUT THE TRAINING? 
----------------------------~---------~---------------~------
Page 15. I~ .. 
'' 
Page 1s· 
; · . 
. 9. COMMUNITY"'.""BASED REHABILITATION WORKERS KNOWLEDGE OF THE OBJECTIVES 
FOR HIS/HER TRAINING 
I 
·9.1· SPECIFY WHETHER YOU KNEW.WHAT YOU WERE MEANT TO LEARN 
BY THE COURSE 
I YES NO I 
1-~---+-----1 ., I I 
I I I 
9.1 
A. IF YES, PLEASE. O.UTLINE THESE OBJECTIVES 
1. -------------------"'.""----------~--~-------------"'.""------~------
2. ---------~------------------------~-------------------------~ 
. . . . 
3. -------------------------------------------------------------
. . - .. . 
. 4. ------------~------------------------------------------------




-----------~~-----------------~-~-~--------------------------. . . 
: -.. •. 
Page 16 
9.1 (B) .IF .NO, INDICATE WHETHER YOU WOULD HAVE-PREFERRED TO 
./ 
(i) KNOW THE OBJECTIVES.FOR YOUR TRAINING 
YES I NO I 
I · 1 
I I 
I I 
(B) ELABORATE ON YOUR REASONS FOR·THE AFOREMENTIONED 
(ii) 
; ' 




. . . 
---~---------------------~---------~---------------------~-
. . . 
-~---~--------~-------~--~---------------~----------------~ 
. Page 17. I ... 
Page 11 
10. COURSE .CONTENTS AND AREAS FOCUSED ON 
10.1 PLEASE LIST. THE_ AREAS OF LEARNH~G (CONTENT)· WHICH 
THE TRAINER FOCUSED ON, I.E. FEEDING, TOILET 
TRAINING, CAUSES. OF MENTAL HANDICAP., RESOURCES, 
STIMULATION EXERCISES, MANAGEMENT OF THE PROJECT, 










. ' . 
'Page 18 
10.2 (A) NOW THAT YOU HAVE BEEN ACTIVELY WORKING IN YOUR PROJECT, 
DID YOU FIND WHAT WA_S TAUGHT (CONTENT) HELPFUL IN . 
ASSISTING YOU FULFIL THE TASKS : 
YES NO BOTH. 
(B) (PLEASE ANSWER Bl AND B2 IF BOTH WAS TICKED OFF) 















B.2 IF NO, PLEASE INDICATE WHY THE CONTENT TAUGHT WAS NOT 
HELPFUL TO YOU· : 
··1. ---------------------~-~-------------~--~-----------~-----~--
z. -----------------------~~--~---~--------------~-----~~--~----
. . . . . . . . . . . . . ' 
3. ---------------------------~---------------------------------
. . . . 
4. -------------------------------------------------------------
.5 .• -·-- ... ~---:--·--------~-·-~----------~--:----------·------_:--~~--~---~ 
. . . . . . ' 
6. -----------------------------------~---~---------------------
'. 
. . .. . . 
7. ---------------------------------~--~--~---------------------. 
8 .. -~-------------~-----~--~-~--~----~------~-----------~-----~-
10.3.PLEASE.-EVALUATE THE OVERALL CONTENT PRESENTED 
1: TOO -SOPHIST.ICATED I I 
I I 
2. TOO .SIMPLISTIC I I 
I I 
3.. · EXCELLEN~ · , . , I I 
I I 
4. GOOD I I 
I I 
5. SATISFACTORY I. I 
Page. 20/ ~ .. 
# 
Page20 
. ' . \' 
6. SOMEWHAT ~EAK 


















I . N:O 
I 






IF NO, . WHAT WOULD YOU SUGGEST AS .AREAS FOR .. FUTURE LEARNING, . . , 
I.o.w., WHAT WOULD you· LIKE INCLUDED IN YOUR COURSE? 
. . . 
i... . --~--------~~----~-----~-------~----------~-~--~-----·--~---~~ 
2.· ·--------------------------~--------------~--------------------
Page .21. I . .. 
Page 21 
3. --------------------------------------------------------------
4 • ----~-------------·:-.-·----~-----------------~----------------·=--.-. 
5. ~---------------------~---------------------------------------
10.5 (A) INDICATE WHETHER YOUR COMMENTS OR SUGGESTIONS CONCERNING 
LEARNING NEEDS WERE CONSIDERED AND INCLUDED IN THE COURSE 
CONTENT 
NO I YES 
1---~ 
I 








11. TRAINING METHODS USED : 
11.1 (A) PLEASE SPECIFY WHICH TRAINING METHODS WERE USED 
1. FORMAL, LECTURES/TALKS I I 
I I 
2. GROUP DISCUSSIONS I I 
I I 
3. FIELD VISITS I I 
I I 
4 .. PARTICIPATIVE ACTIVITIES I I 
E.G. ROLE-PLAYS, GAMES, I I 
FIELD EXPERIMENT I I 
I I. 
5. OBSERVATIQNAL I I 
I I 
6. WORKSHOPS I I 
' I I 
7. GUEST SPEAKERS I I 
I I 
8. OTHER (SP~CIFY) I ·I 
. . . 




. . . 
-------~~------------------------------------------------~---
Page 23 ./. •. 
Page 23 
11.2 EVALUATE THE TEACHING METHODS USED 
· 1 Excel-I I sat is- I somewhat I · Unsatis-1. · 
jlent . !Good lfactc:>ry I Weak I ·factory 
1. FORMAL LECTURES/TALKS · 1 I 
2. GROUP DISCUSSIONS I I 
3. ·FIELD VISITS I I 
4. PARTICIPATIVE ACTIVITIES! I I I I 
E.G. ROLE-PLAYS, GAMES, I I I I I 
FIELD EXPERIMENTS I I I I I 
5. OBSERVATIONAL I 
6. WORKSHOPS 
7. GUEST SPEAKERS 
., 
8. OTHER (SPECIFY) I I . 1 · 
11.3 COULD YOU SUGGEST.OTHER TRAINING METHODS WHICH. 
1. 
. 2 •. 
3. 
. 4 ~ 
5 •. 
COULD BE HELPFUL TO YOU? 
' . -----------------------------------------------------------. . 
. . . , 
------~---~--------------------------~---------------------
- . . 
-------------------~---------------------------------------
: . . . . ' 
. " -----------------------------------------------------------. . 
----------------------------------------------~---~--------






.12. TRAINING MATERIALS OR AIDS : 
.12.1 (A) PLEASE SPECIFY THE TRAINING MATERIALS OR.AID 
USED ,. 
1. FLANNEL BOARDS I I 
- I I 
2. BLACK BOARDS I I 
I I 
3. VIDEOS .. I I 
I I 
4. FILMS I I 
I I 
5. POSTERS I 1· 
· 1 I 
6. CARDS · 1 ·1 
I ·1 
7. SLIDES I I 
.I I 
8. PHOTO'S I I 
I I 
9. BOOKS I I 
I I 
10. DRAWINGS I I 
I . I ' 
11. FLIP CHARTS I I 
I I 
12. OTHER ., I I 
. 12.1 (B) SPECIFY WHAT OTHER MATERIALS OR AIDS·WERE USED 
-----------------------------------------------------·--..;.-~--
. . . . . . . -----------------------------------------------------------\ 






12.2 EVALUATE THE MATERIALS OR AIDS USED TO TRAIN :· . ' 
. . . . ' . \ . 
(You have experienced the ma~erials and aids used. Could 
you ~ndicate how helpful these were?) 
!Excel- lsatis-· I Somewhat I Unsatis- r 
I lent !Good I factory I Weak I factory -1 
1. FLANNEL BOARDS I· I . 
2. BLACK BOARDS I 
3. VIDEOS I . I I I· 
~ , 
4. FILMS . I 
5. POSTERS . I 
6. CARDS L I I 
7. SLIDES I I 
8. PHOTO'S .I I 
9. BOOKS 
10. DRAWINGS 
11. FLIP CHARTS I 
. 12. OTHER . 
Page 26. I . .. 
12.3 
.Page 26 \' 
COULD YOU SUGGEST OTHER MORE USEFUL ·MATERIALS AND AIDS WHICH 




Page 27. I .. 
·Page 27 
13. NATURE ANO TYPE OF SUPERVISION WHILE TRAINING.: 
31~1 (A) WERE YOU IN PRACTICE WHILE YOUR· WERE TRAINING? 
I YES NO· 
1----+----i 
I I 
(B) INDICATE WHETHER YOU WERE SUPERVISED 
I YES . I NO 
1-----1 
I l 
(C) IF YES, PLEASE SPECIFY BY WHOM. 
(~OT TO BE ASKED DIRECTLY) 
13.2 INDICATE HOW OFTEN YOU WERE SUPERVISED. 
l~ DAILY 
2. ONCE PER WEEK 
3. TWICE PER WEEK 




. (· . 
.. Page 28 
4. FORTNIGHTLY I I 
I 1. 
5. ONCE A·MONTH I ·1 
I r 
" 6. QUARTERLY I I 
I I 
7. NEVER · 1 I 
13.3 EVALUATE THE FREQUENCY OF THE SUPERVISION 
. ' 
!Excel- jsatis- I Somewhat·! Unsatis- I 
jlent jGood jfactoryl Weak. I factory J 
1. DAILY I .1 I 
2. o·NCE PER WEEK 1. 
3. TWICE PER WEEK .I I 
4. FORTNIGHTLY. I I . I 
5. ONCE A MONTH I . I 
6.:QUARTERLY I I I I . 
7. NEVER I I 




I.- Page 29 
WERE YOU SATISFIED. WITH THE AMOUNT OF SUPERVISION 
PROVIDED 
YES I. NO I . 
I I 
I . I 
IF NO, SPECIFY·. HOW ·OFTEN . YOU WOULD HA VE PREFERRED 
THE SUPERVISION : 
,, 
-----~--·--~-..;, ___ ..,._.;.._..,~------~---.-.-~-------~---~---·-----~-~-




Page 30. I .... 
Page· 30 
13. 5. SP_ECIFY THE METHOD/S 'op SUPERVISION ·usED 
(i) 
1. .INDIVIDUAL SUPERVISION 1- I 
I I 
. 2. GROUP SUPERVISION I I 
\ 
I I 
3. ROLE PLAYS I I 
I . I 
.. 4. CASE STUDIES I I 
I I 
5. CASE NOTES, I.E. PROGRESS OR PROCESS REPORTS I I 
I I 
6. .SITTING IN AND OBSERVING, E.G. IN OR I I 
BEHIND THE ONE WAY MIRROR I I _· 
I I 
7. AUDIOTAPE AND VIDEO RECORDING r I ., I 
8. COACHING, I. E ~· FROM BEHIND THE ONE I I· 
WAY MIRROR I I 
I I 
9. CO-WORKING IN PROJECT . I I 
. I I 
10. ·PEER SUPERVISION I I 
I I 
11. OTHER (SPECIFY BELOW) I I 
(ii) SPECIFY,· IF OTHER METHODS WERE USED. : 
----------------------~----------------~-----------------• . • - . I • 
~---------~----------------------~--------------------~--
. . . 
------~---------~-------------~---------------------~--~-
·Page 31./ ••• 
/ 
Page 31 
13.6" .EVALUATE THE. APPROPRIATENESS. OF THE . METHODS USED 
I Excel-. I . lsatis- I So~ewhatl Unsatis- I. 
·I lent !Good· jfactoryj . Weak factory I 
1. INDIVIDUAL I I l I 
S.UPERVISION I I I I 
2. GROUP SUPERVISION I I 
3. ROLE PLAYS' . I 
4 •. CASE STUDIES .. , I I' . I .. 
5. CASE. NOTES,- I.E. I I I I 
PROCESS OR PROGRESS , I I I . , 
REPORTS 
I I I r ., I .. 
6.· SITTING IN & OBSERV- I - I I . I . _. I I 
.. ING.E.G • BEHIND I I· I I I I 
ONE-WAY MIRROR . ~ I ·. I I I I. 
7. AUDIOTAPE & VIDEO I I I I I 
RECORDING I . I ·I· I . I . 
.8 ~ COACHING I.E. FROM . - I I I I 
BEHIND THE MIRROR . I . ·I I I 
.. 
9. CO-WORKING IN· I :I I I I I 
PROJECT I . I I I I- I 
. 10. PEER SUPERVISION .. I I 
·11. OTHER .. I I -
·page 32./ ••• 
. ., 
I . 
· ·page: 32 
13. 7 .. WER.E YOU SATISFIED WITH THE METHOD OF. SUPERVISION USED 
. A. I 
. I 
I YES I NO I 
I I ,.I 
I I I 
I I I 




. . - . . . . ' ------------------------------------------------------------. . ' 
. 13~8 THE TYPE 'OF SUPERVISION: OBTAINED : 
A. 
Specify if you were assisted in the following areas ·: 
ADMINISTRATIVE, I.E. KEEPING I 
RECORDS; STATISTICS, COMPLETING I 
FORMS ETC . · 1 . 
. SUPPORTIVE~ I.E. BEING ABLE TO j. 
DISCUSS NEEDS, PROBLEMS, ·ANXIETIES I 
& RECEIVING EMOTIONAL. SUPPORT I 
EDUCATIONAL I . I.. E. GIVING GUIDANCE , I 
RE . SKILLS AND KNOWLEDGE . I 
Page 33. / ••.. 














B. EVALUATE THE TYPE OF SUPERVISION RECEIVED :. 
I Excel.- lsatis- I Somewhat! Unsatis-
I lent !Good I factory I Weak I factory 
1. ADMINISTRATIVE, I.E. I I 
RECORDING, STATISTICS I I 
COMPLETING FORMS ETC. . , I 
2. SUPORTIVE, I.E. BEING I I I I I 
ABLE TO DISCUSS YOUR I I I I I 
NEEDS, PROBLEMS, I I I I I 
ANXIETIES, ETC. AND I I I I I 
RECEIVING EMOTIONAL I I I I I 
SUPPORT I · 1 I I I 
3. EDUCATIONAL, I.E. I I 
GIVING GUIDANCE RE I I 
SKILLS & KNOWLEDGE I I 
14. SUGGESTIONS & RECOMMENDATIONS TO IMPROVE YOUR TRAINING IN 











AN INVESTIGATION OF THE TRAINING OFFERED TO COMMUNITY-BASED 
REHABILITATION WORKERS WITH PARTICULAR.REFERENCE TO THE FIELD 
OF MENTAL HANDICAP IN THE WESTERN.CAPE 
APPENDIX 18 
. PHASE 2 
SELF-ADMINISTERED QUESTIONNAIRE 
. TITLE': 
AN INVESTIGATION OF THE TRAINING OFFERED TO·COMMUNITY-BASED 
·REHABILITATION'WORKERS WITH PARTICULAR REFERENCE TO THE FIELD. 
OF MENTAL HANDICAP IN THE WESTERN CAPE. 
THI.S RESEARCH IS UNDERTAKEN AS PARTICAL FULFILMENT FOR THE 
REQUIREMENTS OF .THE M.soc.sc. (CLINICAL SOC.IAL WORK) 
PROGRAMM~, UNIVERSITY OF CAPE TOWN, 1990. 
DATA OBTAINED WILL BE TREATED AS HIGHLY CONFIDENTIAL. 
RESEARCHER : I E DANIELS 
,I, 
Page·1 
·1 ·• IDENTIFYING DATA OF THE TRAINER. 
1.1 NAME:· 
·, 
. . . ' 
--------------------------~---------------------------------~ 
1.2 AGE 
125-30 31-35 36-40 41-45 46-50 .51-55 56-60 65-70 I OVER 701 
I I I 
1.3 MARITAL STATUS 
I·· SINGLE MARRIED I ,DIVORCED' WIDOWED CO-HABITING OTIJER 
I . I 
1.4 HOME LANGUAGE : 
------------------------------------~------------------------
· 1 • 5 ADDRESS 
---------~---------~-----------------------------------------
' . - . - . - . - . . . ' . 
-------------------~---------------~-------------------------
. . . _· . . . 
------------------------------------------------------------~ 
Page 2/ .•. 
Pag~ 2· 




1.7 DATE OF EMPLOYMENT AS A TRAINER IN PRESENT PROJECT 
----~----~~---------------~-~----------------~---------------
Page 3.;: 
. Page. 3· 
·2. EDUCATION~L LEVEL & QUALIFICATIONS OF THE.TRAINER 
Indicate highest educational ·level passed. 
2.1 NO EDUCATION ·/ 
2.2 PRIMARY SCHOOL EDUCATION 
Specify the st.andard last passed.· 
I . SUB A I . SUB B STD 1 STD 2 I. STD 3. STD 4 STD 5 
I I 
2.3 SECONDARY SCHOOL EDUCATION : 
Specify the standard last. passed • 
. I- STD 6 1 · STD 7 I . STD 8 S'l'D 9 STD io· 
1--------------
1 I I . 
) 
2.4 TERTIARY EDUCATION I 
Specify. 
. . . . . 
Name of. College or University and Degree or Dii;>loma obtained. 
(e.g. University of the.Western Cape, B.A. Social science). 
·--------:-----------------.----------------------... ·---------~<Ill!'--~---
--------·-----------------------..-_ ..... __________________ ..... ____ ... _.., __ 
' . 
Page 4 ·i ... · · 
·Page 4 




3. COMMUNITY INVOLVEMENT & EXPERIENCE IN THE FIELD OF MENTAL 
HANDICAP : 




( 3 ) 
( 4) 
(5) 
( 6 ') 
(7) 
' 3 .2 
. . ' 
WITH THE MENTALLY HANDICAPPED BEFORE YOU BECAME A TRAINER. 
YES NO I 
IF YES, :PLEASE LI.ST YOUR EXPERIENCE IN. THE FIELD OF MENTAL 
HANDICAP 
---------~-------~-----.-----~-----------------------.----- .... -·--
:._· _______________________ ........... _____ ..., ___ ...,...., ___ ...,. ___________________ , 
--------------------------------.:--------------------.---.... ------
:...----------~-----------------------~--------~----:... __________ _ 
.:_ ___________ ~.:-________________ .:.:...-:-~------~-...:--~~-------...:-~~---
-~-------------------------~----------~---------~-------------
------~------------~---------~------~-~-------------------~--
INDICATE WHETHER THE EXPERIENCE IN THE FIELOAS LISTED ABOVE, 
WAS USEFUL IN YOUR ROLE AS TRAINER : 
YES I. NO : I 
. Page 5 ./ ••• 
A. 
Page·s 
IF YES, PLEASE OUTLINE HOW THIS ASSISTED 
. ' ' . 
YOU . . • 
I. 
------~--~----~~-----------------------------------~----L--~~ 
-------~--~--~----~---~-----------------------~--------~-----. . . . 
"------~----..;.---~---------..-.-------.- ..... ---~~-.-:----~-.---:---:--·-------·---
-~-~-----~---~---~-----~------------~----~------------~------
--·----------------------------------~-------------:-_______ .;,,_ __ 
B.. IF NO, PLEASE OUTLINE REASONS 
. . . 
~---~---~--~ .... -----------~----~~--~~-~~--~--------~---------~-_____________________________ .;;.. ______ . __ ~-~---·~-~·-·---------------
-------~--------~--~~--------~-------------~-------------~~-~ 
---·----~-------~-------------.--...:...;.. __ .;.. ___ ~ __ ...:, ________ ..,_:.:.. ____ ...... __ 
------~-~--~------.. ~----~------~-~------ ... -----~----~---------
3.3 (A). oyTLiINE WHETHER YOU HAVE PREVIOUS EXPERIENCE AS A TRAINER 
OF COMMUNITY-BASED REHABILITATION WORKERS IN THE.FIELD 
OF MENTAL HANDICAP. 
YES NO 





. . . 
--------------------------------------~-----------------~--
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3~4 (A). INDICATE WHETHER YOU ARE INVOLVED IN COMMUNITY 
ORGANISATIONS. OR ACTIVITIES 
YES NO 
( B) IF YES, PLEASE STIPU~TE THE ORGANISATIONS OR . 
. ACTIVITIES : 
-----~-----------------------------------------------------
-~--..:--~-,---~-----~--~------· ______ .:..._ _______________ ~-------... -~-.;.; 
-----~--~-------------------------~-------~-----~----------
. . . ' . . . 
--~--------~----~-----~------~------~---~------------------/ . . 
~------~----~-~-----------~---~--------~-----~------------~ 




LIST THE NUMBER OF COMMUNITY-BASED REHABILITATION · . I 
\_iORKERS TRAINED, E.G. 1,8, ETC. 
4.2 ~AMES OF DIFFERENT PROJECTS FOR WHICH YOU WERE RESPONSIBLE 
F_OR TRAINING THE COMMUNITY-BASED REHABILITATION W()RKERS AND 
THE AREA IN WHICH THE PROJECT/S WERE BASED : 
NAMES OF PROJECT/S . B. AREA OF OPERATION 
I . 
. I 3. I : 
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NAMES OF PROJECT/S 
I, 
B. AREA OF OPERATION 
I . I 
4.3 DESCRIBE.:THE FUNCTIO_N OF. THE COMMUNITY-BASED REHABILITATION 
WORKERS FOR· EACH OF THE PROJECTS LISTED. : · 
(You may attach job description or lists of functions). 
1. 
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5 ... TRAINING PERIOD/S USED 
5.1 (A) SPECIFY THE TRAINING PERIOD/S USED. 
1. One to two days per week I I 
I .. I 
2. Short block, e.g. 2 weeks/ I I 
3 weeks or 4 weeks I I 
I I. 
3. Continuous training, e.g. I I 
2 to 3 months I I 
.I I 
4. Longer periods,- e.g I I· 
1 year or more I I 
i- I 
5. All of the above r I . 
I I 
6. Other I· ·1 
(B) SPECIFY, IF OTHER TRAINING PERIODS WERE USED : 
-------------------------------------------------------------
' . ' 
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5. 2 .. EVALUATE THE TRAINING PERIOO/S IMPLEMENTED 
!Excel-I ·I Satis- Somewhat .unsatis-1 
j·lent J Good !factory Weak factory . , 
1. One to two I . I . I I 
days per I I I r 
week I I I I 
2. Short block, I I I I .. I 
e.g. 2 weeks/I I .1 I I I 
3 weeks o.r t I. I I I I . 
4 weeks I '~ I I I I . 
l I I I I I 
3. Con~inuous I I I I . I I 
.training, I I I I I I 
e.g. 2 to I I I I I I 
3 .months I I I I I 1. 
I I I .1 .. 
., 
I 
4. Longer I I I I I I 
periods, . I I I . · 1 . I I 
e.g. 1 year I I I I I I 
& more I I I I I . . I 
I I I I I 1 · 
5. Combination I I I I I J 
. of all of I I I .1 I .1 I 
the above· I I . I I I I 
. 6 •.. Other I I I I . I 
I I ' I . I I 
. Page· 10. I.~. · 
Page· 10 
5. 3 .DO ... YOU THINK IT WOULD. HAVE BEEN BETTER . IF. OTHER . TRAINING 
PERIODS WERE CONSIDERED (E~G. TWO WEEKS INSTEAD OF 1 DAY)· 
I YES NO ' I 
"--1 -i---.if 
I I 
s·. 4 PLEASE SPECIFY THE REASONS FOR YOuR ANSWER : . 
. . - . 
--------------~-----~-------------~---------------------~---~ 
' . . ,' . . . . . 
------------------------------------~-------------~----------





:6.. PLACE. & ENVIRO~ENT IN WHICH ~RAINING TOOK PLACE : 
6 .1 (A).· SPECIFY THE PLACE/S & ENVIRONMENT IN WHICH 
TRAINING TOOK PLACE : · 
.· . 1. VILLAGE 
2. OFFICE 
3. LECTURE THEATRE 
/. 
4. HOME .OF THE MENTALLY HANDICAPPED 









5. HOSPITAL . I 
I 




a. COLLEGE I 
I 
9. OTHER (SPECIFY) I 


























2. OFFICE I I 
I I 
3. LECTURE THEATRE I I 
.Page 12 ./ ••• 
· Satis- I ·Poor I 









. ~ ... 
!Good Sa tis-
I factory 
4. HOME OF THE MENTALLY HANDICAPPED I I 
I I 
5. HOSPITAL I I 
I I 
6. CONFINES OF THE PROJECT I I 
I I 
7. UNIVERSITY I I 
I I 
8. COLLEGE I I 
I I 
9. OTHER I I 
6.3 DO YOU THINK IT WOULD HAVE BEEN BETTER IF OTHER PLACES 
WERE CHOSEN FOR TRAINING : 























7.2 WERE THE COMMUNITY-BASED REHABILITATION WORKERS GIVEN 
AN OPPORTUNITY TO EVALUATE OR GIVE FEEDBACK ON AN ONGOING 
BASIS ABOUT YOUR TRAINING 
YES NO I 
'· 
7.3 IF YES, WERE THEIR SUGGESTIONS CONSIDERED 
' YES ·NO 
7.4 IF NO, WOULD YOU HAVE LIKED THEM TO GIVE 
(A) YOU FEEDBACK 
YES I NO I. 
I . I 
I I 
Page 15. / ••• 
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8. OUTLINE THE OBJECTIVE OF THE TRAINING PROGRAMME 































8.2 (A) SPECIFY, WHETHER THE COMMUNITY-BASED REHABILITATION 
,.· 
WORKER/$ YOU TRAINED WERE AWARE OF OBJECTIVE, I.E. WHAT 
THEY WERE MEANT TO LEARN BY THE COURSE : 
YES NO 
I 
Page 17 ./ ••• 
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(B) IF YES, PLEASE SPECIFY WHETHER THIS ASSISTED YOU 
IN THE TRAINING : 
I YES NO I 
1---+-__.__--4 
I 
· ·. ( C) . PLEASE OUTLINE THE REASONS FOR THE ABOVE : 
1. ----------------------------------------------------------~--
2. 
. . . . . . 
~----~---~---------------------------------------------------
. . . 
3. 
. . . . . . . . ' . . -------------------------------------------------------------
. . . 
4. 




8.3 (A) IF.THE COMMUNITY-BASED REHABILITATION WORKER/S WERE NOT. 
AWARE OF THE OBJECTIVES, PLEASE INDICATE WHETHER YOU WOULD 
HAVE PREFERRED THEM TO KNOW 
( 1. YES NO 
1------1 
I 
Page. 18. / ... 
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9. THEORETICAL MODELS CONSIDERED IN THE. TRAINING :. 
9.1 (A) PLEASE INDICATE WHETHER YOUR TRAINING WAS GUIDED BY A 
PARTICULAR THEORETICAL MODEL : . 
I _YES I . NO I 
I -'-----+-I --'----41 
I I . I . 
(B) IF YES, KINDLY DESCRIBE IN DETAIL THE THEORETICAL MODEL.· 
WHICH WAS USED 
-------------------------------~----------------------------­' 
--~----~----~----~------------------~------------------~-~---




. . . -
-----------------------------------------~-------------------. . . 
• 4 
. . . ' . . . -
--------~---------.-------------------.-----------~-.-----------
9.2 (A) OUTLINE WHETHER THE THEO~ETI~AL MOOEL/S USED WERE. 























. . " . . . .. . . . 
-------------------------------~----------------------------~ 
---~-----------------------------------------------~---~---·-
INDICATE THE ADVANTAGES ANO DISADVANTAGES OF THE TH~ORETICAL 
MODEL USED 
Advantages 
. . ' ' . 
·-----------------~------~----------------~------~------------
' ' ' 
-----------~------------------~-----------------------~------
-~---------~-----------------~---~---------------------------
. . .. ' - . ·. 
----~-~-------------------------~---------------------------~ 













COURSE CONTENT .&·AREA FOCUSED ON 
10. 1 PLEASE P~OVIDE AN OUTLINE OF y·oUR COURSE CONTENT BELOW 




' . . . . --------------------------------------------------------------
. . --------------------------------------------------------------
. . . . . . 
----------------~---------------------------------------------
---------~----------------------------------------------------
Page~ 221 ••• 
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10.2 (A) NOW THAT THE COMMUNITY-BASED REHABILITATION WORKERS HAVE 
·BEEN INVOLVED WITH THEIR PROJECTS, HAS THE COURSE CONTENT 
ASSISTED THEM IN THEIR TASKS 
YES NO I BOTH 
( B) (PLEASE ANSWER Bl AND B2 IF BO.TH WAS TICKED OFF) 
B.1 IF YES, PLEASE INDICATE HOW IT HELPED THE COMMUNITY-BASED 
REHABILiTATION WORKERS IN THEIR TASKS 
1. --------------~-------~:....----------------~·--·-------------------







7 •. ----------------~~..;. _____ . __________ . ________ .;.. ___ , _____________ ..;._ 
. 8. 
. . . . . , . -------------------------------------------------------------
Page.23/ ••. ~ 
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B.2· IF NO, PLEASE INDICATE WHY THE CONTENT TAUGH'!' WAS NOT. 
'• ·. 















- . . - - - . . . ' - . . .. 
-~----------------------------~-----~-----------------~-~---- . 
. . - . . 
----~----------------------.--------~-------------------------
- . . - . ' ' . - . . -------------------------------------------------------------. . .. . . 
10~ 3 PLEASE EVALUATE THE OVERALL CONTENT· PRES.ENTED 
1. TOO SOPHISTICATED I I 
f 
I I 
2. TOO .SIMPLISTIC I I 
I . I 
3. EXCELLENT I I 
I I 
4. GOOD· 1·· I 
I I 
5. SATISFACTORY I I 




6. SOMEWHAT WEAK 
7. TOTALLY INAPPRORIATE & UNSATISFACTORY 











______ ._ .... _______________________________________________________ _ 
10.5 IF YOU WERE GIVEN AN OPPORTUNITY TO RESTRUCTURE YOUR COURSE 
CONTENT, HOW WOULD YOU OUTLINE THIS (PLEASE GIVE A. FICTITIOUS 
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10.6 (A) WERE.THE COMMUNITY-BASED REHABILITATION WORKERS GIVEN AN 
OPPORTUNITY TO EVALUATE THE COURSE CONTENT 
YES NO 
·. ' 
(B) IF YES, WHAT WERE THEIR COMMENTS OR SUGGESTIONS 
1. ----------------------------------~--~-----------------------
2. 
- . . . . . - . . . -------------------------------------------------------------




(C). IF NO, COULD .YOU LIST THE REASON/S FOR THIS 
1. . . . -------------------------------------------------------------
2. . . ' . . -------------------------------------------------------------
3-. -------~------------------~------------------------------~---
4. -------------------------------~-----~-~---------------------





10.7 (A) INDICATE, WHETHER THE COMMENTS OR SU~GESTIONS WERE 
CONSIDERED AND INCLUDED IN THE COURSE CONTENT 
,. ·No I YES 
l---+----1 
I I 













11. TRAINtNG METHODS USED 
11.l (A) PLEASE SPECIFY WHICH TRAINING METHODS WERE USED 
1. FORMAL LECTURES I I 
I ·I 
2. GROUP DISCUSSIONS I I 
I I 
3. FIELD VISITS I I 
I I 
4. PARTICIPATIVE ACTIVITIES I .. 1 
E.G. ROLE-PLAYS, GAMES~ I I 
FIELD.EXPERIMENT I I 
I I 
5. OBSERVATIONAL I I 
.1 I . 
6. WORKSHOPS I 
. , 
I I 
7. ·GUEST SPEAKERS I I 
·I I 
8. OTHER (SPECIFY) I 
. , 
,• .~ ( B) SPECIFY WHICH OTHER TRAINING METHtiDS WERE USED. : 
. . 
-----------------~------~----~--------------------~----------
. . . 
-----------------------~--------------------------------~---~ 
----·----'!""9-~-----..-.----··~----- ... -..;._..; .... ________ ~ _________ .., _________ _ . . . 
. . 
---------------~---------------------------------------------. . . 
· Pa9e 28 ./ ••• 
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11.2 EVALUATE THE TRAINING METHODS USED : 
!Excel-I I Sat is- jSomewhatj Unsatis-1 
I lent· jGood I factory I Weak· 1. factory I 
.[ 
i. FORMAL LECTURES I I . ·l 
2. GROUP DISCUSSIONS I. l 
3 • FIELD.VISITS I . I. I I 
. . . . 4 •. PARTICIPATIVE ACTIVI'.~'IES I ·I I· I I I 
. E.G •. ROLE~PLAYS, GAMES, I I ,. I I I 
FIELD EXPERIMENT I I I I 
., . I 
5. OBSERVATIONAL 1· 
6. WORKSHOPS I . I I I 
7. GUEST SPEAKERS I I .. ' I 
8. OTHER (SPECIFY) . I ,. - I . I 
11 •. 3· (A) COULD YOU. .SUGGEST OTHER ·TRAINING. METHODS CONSIDERING 
. . . . 
,THE BACKGROUND OF THE COMMUNITY-BASED REHABILITATION 
·woRKER/S : 
I YES NO 
' I 
... I I 
' 
-Page 29./ ••• 
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---~-------------·----.;.. ____ . ___ ~-------~--~-------~----------·---
--~-~-~---------------------------~---~-----~-----------------
·~: ...... -· ·;,; ··"'·· 
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12. TRAINING MATERIALS OR AIDS : . 
12.1 (A) PLEASE SPECIFY.THE TRAINING MATERI'AI,.S OR AID 
USED 
1. FLANNEL-BOARDS 
2. BLACK BOARDS 
3. VIDEOS 








11. FLIP CHARTS 
i2·. OTHER (SPECIFY) 
























































4 ---------------------------~~---------------------~--------.. . - ' - ' 
5. --~--~----------------------------------------------------~ , 
.i 
6. ---~---------~---------------------------~~----------------
12.2 EVALUATE THE MATERIALS OR AIDS USED TO TRAIN . . 
!Excel- I lsatis- I Somet,./hatl Unsatis.:. 
I lent !Good jfactoryl Weak· factory 
1. FLANNEL BOARDS I I I. I I 
I I I I I 
2. BLACK BOARDS I I I I I 
I I I I I 
);. VIDEOS I I I I I 
I I I . I I 
4. FILMS I I I I J 
I , . I I I-
5. POSTERS I I I l I 
6. CARDS I I . I I I l 
' 
I I I I I I 
7. SLIDES I I I I· I I 
1 . . I I I I I 
a. PHOTO'S I I I I I I 
9. BOOKS I· I . I 
10. DRAWINGS . I I I I 
11. FLIP CHARTS ·1 
12. OTHER l. I 
.2. I I . I 
Page 32./~ •• 
12.3 
·page 32 
!Excel- f Isa.tis- Somewhat I Unsatis-
11ent ·!Good f factoryj Weak I factory 
12. OTHER :; . I I I . 
I I .1. 
4. I I I 
I I I 
5. I I . I 
1. . I 6. 
COULD YOU SUGGEST OTHER MORE USEFUL MATERIALS AND AIDS WHICH 
'COULD HA VE BEEN USED : 
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13. NATURE AND TYPE\ OF SUPERVISION 
. .. ' 
31.1 (A) INDICATE WHETHER THE TRAINEES WERE SUPERVISED 
I YES I . No· I 
I ----+-----I 
I 
(B) IF YES, PLEASE SPECIFY BY WHOM. 
. ~ . . . . . . . --------------------------------------------------------------
. . . • . 
. ----·--..-.--------------------.~--------------.---------.--~-------- ... 
. . . . . . . ' ' . ~ . . . . . . - . 
---------~---~--------~~~-----·--~---------------------~------
---------------------------------------------------~----------
. . . . . . . . 
---------------------------------~----------------------------
13.2 INDICATE WHETHER THE TRAINEE/S WERE SUPERVISED : 
·DURING TRAINING ·I I 
I I 
DURING PRACTICE I I 
.1--1 ---1. 
·SIMULTANEOUSLY I - I 
Page 34. / ! ~. · 
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13. 3 INDICATE HOW OFTEN SUPERVI.SION WAS IMPLEMENTED : 
1. DAILY I I 
I I 
2. ONCE·PER WEEK I I 
I I 
3. TWICE PER WEEK I I 
I I 
4. FORTNIGHTLY I I 
I I 
5. ONCE A MONTH I I 
I I 
6. QUARTERLY I I 
I I 
7. NEVER I- I 
13. 4 EVALUATE THE FREQUENCY OF TH.E SUPERVISION 
I Excel- I 1satis"."' Somewhat I unsatis-
I lent !Good jfactoryj Weak I factory 
1. DAILY I ·1. 
2. ONCE PER WEEK I 
3. TWICE PER WEEKI I 
4. FORTNIGHTLY I I ,. I 
Page 35 ./ ••• 
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· I Excel- · I I Sa tis- Somewhat I · Unsatis-
l len~ !Good jfactoryl Weak I factory 
s. ONCE PER MONTHj . I . I· 
6. QUARTERLY ,. I I I I 
r .. I I .1 I . 
7. NEVER I I I 
, . I 
13 • 5. (A) ·WERE YOU SATISFIED WITH THE AMOUNT OF SUPERVISION 
-
PROVIDED 
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·13.6 (A) SPECIFY THE METHOD/S OF SUPERVISION USED 
1. INDIVIDUAL I. I 
I I 
2. GROUP I .I 
I I 
3. ROLE PLAYS I .I· 
I I 
4. CASE STUDIES. \ I . I .. '~; . ·•, .;, ._ .... ~; .. '.""' ....... :· .. 
I I 
5. CASE NOTES, I.E. PROGRESS OR PROCESS I I 
I I 
6. SITTING IN AND OBSERVING, E.G. IN OR I I 
BEHIND THE ONE WAY MIRROR I I. 
I I 
7. AUDIOTAPE AND. VIDEO RECORDING I I: 
I I 
a. COACHING, I.E. FROM BEHIND THE ONE I I 
WAY MIRROR I . , 
I I 
9. CO-WORKING IN PROJECT I I 
I I . 
10. PEER SUPERVISION I I 
I I 
11. OTHER I I 
, .. ' 
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13. 7 EVALUATE. THE APPROPRIATENESS OF THE METHODS USED 
!Excel- ISatis- l Some~hatl Unsatis:- I 
I lent.· !'Good I factory I 'Weak·· I factory 1 · 
1. INDIVIDUAL I l I 1 'i 
2. GROUP I . I 
3. ROLE I . . '. J 
4. CASE STUDIES I . 
s. CASE NOTES, I.E. I " I I I. I . I 
. PROCE·SS OR PROGRESS I I . I . . I I I 
I I I I I . I 
6. SITTING IN I I I . 1 I I 
& OBSERVING I I. . I I . I i 
I I 1· l I I 
& VIDEO I : I 
.. 
l . I . · .. l I 7. AUDIOTAPE 
RECORDING· I I I I I . I 
8. COACHING ·1 
' . 
I I I i .9. CO;_WORKING IN 
PROJECT I I: I I 
10. PEER SUPERVISION I 
11. OTliER 1. I I I I 
2. I 
3. ·1 
4. I. I . I I 
·""·"'. I I I I 
5. I I I . , .
Page 38./ ••• 
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'. 
13.8 'IN RETROSPECT, COULD YOU: LIST OTHER·MORE APPROPRIATE 
·METHODS.OF SUPERVISION WHICH COULD HAVE BEEN CONSIDERED : 
. . . 
--~-----------------------------~-------~~--------------- . 
- . . . \ _________________________________ . __ ...,...,. _____ .;.., ________________ . 
--------------~---·------~----------------~----------~-~-
. . ~ . - . . . . . 
·~-----------------------~--------------------------------
----~----------------------------------------------------
. . . 
. . . . . . . ______________________ ,.., _______________ _.. ....... _________________ _ 
~-----~~---~~--~------~----~-------~---------~----~-~--~~: -~ ,·. "" 
13.9 THE TYPE OF SUPERVISION PROVIDED·: 
Specify whether you assisted the co~munity-ba~ed 
' . .· 
rehabilitation· worker in the .following areas 
YES . NO 
AOMINISTRATIVE, I~ E. KEEPING . I · 
RECORD~,. STATISTIC?, COMPLETING j 




SUPPORTIVE',. I.E •. BEING ABLE TO . I I ~ . 
DISCUSS .. NEEDS I l'ROBLEMS I ANXIETIES I. 1. I 
& PROVIDING EMOTIONAL SUPPORT l I I 
. ~J-------'---+-1 ..._.. ----11 . 
EDUCATIONAL, I.E~ GIVING GUIDANCE I / I I 
RE SKILLS AND KNOWLEDGE I · I I. 
Page 39. / •• • 
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13.10 EVALUATE THE TYPE OF SUPERVISION PROVIDED 
ADMINISTRATIVE, I.E. 
RECORDING, STATISTICS 
COMPLETING FORMS ETC. 
SUPORTIVE, I.E. BEING 





GIVING GUIDANCE RE 
SKILLS & KNOWLEDGE 
I Excel-
l lent 
ISatis- I Somewhat! Unsatis-














14. SUGGESTIONS & RECOMMENDATIONS TO IMPROVE THE TRAINING OF 
COMMUNITY~BASED REHABILITATION WORKERS IN THEIR FUNCTION/S 
-------------------------------·-------------------------
·.REFERENCES . 
Acto.n , N. ( 19 81 ) . 
American Psychiatric 
Asso.ciation ( 1.987). 
Austin) M.J. (1978). 
Senseman, J. (1978). 
Ben~Tovim, D.I. (1987). 
Brekelbaum, T. (1984}~ 
Buttons, L. (1971)~ 
Cape Mental Health 
Society ( 1989 ) . 




Disability ~ ~he Developing 
World. Contact, No 60, 7-13. 
Diagnostic & Statistical 
Manual of Me'rital Disorders 
(Third Edition - Revised). 
Washington D.c. : ·American 
Psychiatric Association 
Profes~ional~ & · 
~ 
Paraprofessionals. New York 
Human.Sciences Pres~. 
A Perspective on the 
Philosophy ·of Paulo Freire & 
I~s Implications fo~:Our 
-Attitud~ &_Approaches in 
- Community Activities. Del°ta, 
No 23, Novembe!, 29-39. 
Community-Based Care. Contact 
~o 96, Aprii, 7~9. 
Tha Use of Paraprofessionals 
in Rural Development. 
Community Development Journal: 
Ari International Forum, Vol. 
19, No.4, October, 232-242. 
Di~coijery & Experience: ·A New 
·App-roach to Training, Group 
Work,_ & Teaching. · New York: . 
·.Oxford· University Press. 
Cape Mental Heal th Society .. 
Profile· 
Non-Governmental 
Organisations. Urbanisation & 
Health Newsletter, No 5, May, 
3-10. 
Co-Ordinating Committee on 
Community Rehabilitation 
Education {1988).: 
Cudabeck, D. {1970). 
Freire, P. {1972). 
Grinell, R.M. i1985)~ 
Hart, G~ {1982)~ 
·Hilton,. o. {1988)·. 
Kadushin, A. {1976). 
Lewis,. J. , & Lewis, M .• 
{1977). 
Loveday, M. {i99~). 
Page ii 
Memorandum on the Need For 
Community Rehabilitation-
. . 
Workers & their Training 
; I 
Training & Education of New 
Careerist in.Public'Welfare. 
·Public Welfare, No 28, 
214-221. 
Pedagogy of the Oppressed. 
Ha.rmondsworth · : , Penguin. 
social· Work Research & 
Evaluation {Second Edition). 
Itasca Illinois : 
F.E. P~acock Publishers co. 
The Process of Clinical 
Supervision .. Baltimore, 




Contact, No 106, December, 
1-4. 
supervision in· social Work. 
united states ·of America· : 
Columbia.University Press. 
community counselling - .A 
Human Service Approach. New 
York, Chichester, Brisbane, 
~oronto John Wiley & Sons 
Inc. 
Community-Based Rehabilitation 
Workers. A south· African· 
Training·Manual. Cape Town 
salty ·Print. 
Lund, F.J. (1987). 
Oren , o. ( 19 7 4 ) . 
.Pangalangan, E.1 & 
De Guzmari, L. ('1980) . 
,. 
Pearl, A., & Reissman, F. 
( 1965) •. 
Rigby, B. (1978). 
S6ti~y, F. (1970). 
South African Council for 
social Work (1989). 
Page iii 
The Community-Based Approach 
to.Development·: A Description 
and Analysis of Three Rural 
Community Health Projects. 
Durban : A Social Work Mast~rs 
Dissertation. 
Training Procedures for 
Paraprofessionals in the field 
of Mental Health~ Vinkeveen : 
Academic Service.Press. 
Paraprofessionals in Social 
Development. Implications for 
Social' Work Education.· 
Proceedings of the IASSW Asian 
. I . 
Regional .seminar .. Jakarta, 
Indonesia : International 
Association of Schools of. 
Social Work. 
New Concerns for the Poor'.-
The Non-Professional in Human 
·services. New York : Free 
. Press. 
Short-term Training· for Social 
Deveiopment :.The· Preparation 
of ·Frontline Workers & 
Tra'iners. New York· :· 
International Association of 
Schools of Social Work. 
The Non-Professional 
Revolution in Mental Health. 
London & New York : Columbia 
University Press. 
·Proposed Training course for 
Social Auxilliary Workers -
South African Council for 
Social work. Pretoria. 
1., United Nations Administrative 
Committee on co-ordination 
(1954) .· 
Van. R~nsburg, P. ( 1974). 
Werner, D., & Bower, B. 
'(1987). 
Werner, D. (1989). 
World Health Organisation 
(1981). 
Page iv 
Report of the Ad-Hoc 
Inter-Agency Meeting on.the' 
Training of Auxilliary·& 
community Workers,· 19th .. 
Session,· September. U.N. 
Document Co-Ordination. 
R.170\Rev.1 = 2. 
Report from Swaneng Hill 
· . Education & Employment in an 
African Country... Stockholm·: 
Almgvist & Wiksell fot the.Dag 
Hammarskjold Foundation. 
Helping He~lth Workers Learn. 
A Book of Methods, Aids, & 
Ideas for Instructors at the . . 
Village Level. United States 
of· America : · Hesperian 
·Foundation. 
Progranimes for & by Disabled 
Persons in'. Developing . 
Countries. '·Community-Based. 
· Rehabilitation News, No 3, 
July, 7·-10. 
Disability Prevention & 
Rehabilitaton.· · Report of the 
World Health Organisat~on 
·.Expert c·ommittee on Disability 
Prevention & Rehabilitation. 
Geneva : World Health 
Organisation Technical Report 
Series, 668. 
;. 
